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Stratford,  Essex. 

F.F.      tKiALLMARK,   Henry  Waltbr,  M.R.C.S.,   5,   Pembridge  Gardens, 

Bayswater,  w. 
L.  1886  King.  Albert  F.  A.,  M.D.,  1315,  Mass.  Avenue,  n.w.,  Washington, 

D.C..  U.S.A. 

1898  KiNKEAD,  R.  J.,  M.D.,  L.R.C.S.I.,  Prof  of  Obstetrics,  Quern's 
College^  Galway,  Galway. 

1893        Kirkley,  C.  a.,  M.D.,  141,  nth  Street,  Toledo,  Ohio,  U.S.A. 

F.F.        Knott,  Charles,  M.R.CP.Edin.,  Liz  Ville,  Elm  Grove,  Southsea. 


F.F.     ♦fLAMPREY,  Richard  Orford,  L.R.C.P.  and  L.R.C.S.Edin. 

1898        Landau,   L.,    M.D.,  Professor   of  Gynatology  of  the  University  of 

Berlin,  Berlin. 
1897        Larwill,  John,  L,R.C.P.  and  S.Ed.,  L,F.P.S.Glas.,  Kote,  Japan. 

L.  i886tLAWRiE,  Jas.  McPherson,  M.D.,  Physician  to  the  Weymouth  Sana- 
torium, Greenhill,  Weymouth.  C.   1894-6. 

1894  Leahy,  Albert  William  Denis,  M.D.Durh.,  F.R.C.S.,  Officiating 
Professor  of  Midwifery  and  Obstetric  Physician  Eden  HospitcU^  Cal- 
cutta, 6,  Elysium  Row,  Calcutta. 

L.  F.F.  Leblond,  Albert,  M.D.,  Midecin de  Saint-Lazare,  53,  Rued'Haute- 
ville,  Paris. 

1889  Leigh,  W.  W.,  L.R.C.P.Edin.,  M.R.C.S.Eng.,  L.S.A.,  GlynBargoed, 
Treharris,  R.S.O.,  South  Wales. 

L.  F.F.'Le  Page,  John  Fisher,  M.D,,  L.R.C.P.Edin. 

F.F.  Leslie,  William  Murray,  M.D.Edin.,  CM.,  F.R.C.S.E.,  41^ 
Glengall  Road,  Cubitt  Town,  e. 

F.F.      tLEWis,  Henry,  M.D.Brux.,  M.R.C.S.,  West  Terrace,  Folkestone. 

C.  1895-7. 

F.F.  tLiGERTWOOD,  Thomas,  M.D.,  F.R.C.S.Edin.,  Royal  Hospital,  Chel- 
sea, s.w.  C.  1892-3. 

1891  Lloyd,  H.  J.,  L.R.C.P.Edin.,  L.F.P.S.Glas.,  Tynycoed,  Barmouth, 
North  Wales. 

F.F.      fLLOYD,  Samuel,  M.D.,  4,  High  Street,  Bloomsbury,  w.c. 

1893  LuoYDB,  John  Hy.,  L.R.C.P.,  L.R.C.S.Edin.,  6,  Harpur  Place, 
Bedford. 
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Elected. 

1895  tLoNG,  Richard  Patrick,  L.F.P.S.Glas.,  L.S.A.,  99,  Queen's 
Crescent,  Haverstock  Hill,  N.w. 

F.F.  tLow,  Richard  Marsdkn  Pilkincton,  M.B.,  C.M.Edin.,  L.R.C.P. 
Edin.,  L.R.C.S.Edin.,  L.M.,  70,  Philbeach  Gardens,  s.w. 

C.  1896-8. 

1895  fLucKY,  Wm.  Cubitt,  M.D.  Aberd.,  M.R.C.S.,  Penrose  House,  Rosslyn 
Hill,  Hampstead,  N.w. 

1894  Lutaud,  Augusts,  M.D.Paris,  Redetcteur  en  Chef  du  Journal  de 
Midicine  de  Paris ;  MSdicine  Adj.  de  PHdpital  St,  Lazare,  47, 
Boulevard  Haussmann,  Paris. 

F.F.  +LYCETT,  John  Allan,  M.D.St.  And.,  M.R.C.P.Edin.,  Surgeon 
Wbiverkampton  and  District  Hospital  for  fVomen,  Gatcombe, 
Wolverhampton.  Hon.  Loc.  Sec.     C.  1889-91. 


F.F.  Macan,  Arthur  Vrrnon,  B.A.,  M.B.Dub.,  M.Ch.,  M.A.O., 
F.R.C.P.I.,  Arin/s  Professor  of  Midwifery^  Trinity  College; 
Obstetric  Physician  Sir  P,  Dun*s  Hospital  ;  Ex-Master  of  the 
Rotunda  Hospital^  Dublin^  53,  Merrion  Square,  Dublin. 

V.P.  1887-8.     Pres.  1889.     C  1890-2. 

L.  1885  tMACAN,  Jameson  John,  M.A.,  M.D.CanUb.,  M.R.C.S.,  62,  George 
Street,  Portman  Square,  w.  C.   1895-7.     V.P.   1898. 

F.F.  MacCullum,  Duncan  C,  M.D.,  45,  Union  Avenue,  Montreal, 
Canada. 

1895        MacDonald,  James,  M.D.Ed.,  Bloxwich,  Walsall,  Staflfs. 

1898  MacDonnell,  Alexander,  L.R.C.S.Ed.  and  L.S.A.,  Manor  House, 
Manor  Road,  London,  N. 

F.F.  tMACGAViN,  John,  L.R.C.P.  and  S.Edin.,  72,  Trafalgar  Road, 
Greenwich,  s.E. 

1895  Macgregor,  Angus  Vallance,  M.B.Edin.  and  CM.,  Milton  House, 
West  Hartlepool. 

1897        Macgregor,  Peter,  F.R.CS.Ed.,  Rashcliffe,  Huddersfield. 

L.  1889  Mackay,  W.  a.,  M.D.Edin.,  F.R.C.S.Edin.,  Huelva,  Spain. 

L.i888tMACKiNTOSH,  G.  D.,  L.R.C.P.I.,  L.M.Ed.,  Fairford  House,  Lower 
Kennington  Lane,  S.E. 

1897  Macnaughton-Jones,  H.  M.,  M.B.,  B.Ch.R.U.L,  M.R.C.P., 
M.R.C.S.,  29,  Charles  Street,  Berkeley  Square,  w. 

1894        Maddin,  John  Wasley,  Junr.,  M.D.,  Nashville,  Tennessee,  U.S.  A. 

1894  Mansel,  Edward  L.,  M.B.,  CM.Aber.,  The  Caen,  Ashtead,  Surrey. 

1888  Manton,  Walter  Porter,  M.D.,  32,  Adams  Avenue,  w.,  Detroit, 
Mich.,  U.S.A. 

1887  Marley,  Henry  Frederick,  M.R.C.S.E.,  L.R.C.P.,  L.S.A.,  L.M., 
The  Nook,  Padstow,  Cornwall. 

1895  Martin,  Charles,   M.B.,  CM. Ed.,  Cleveland  House,  35,  George 

Road,  Edgbaston,  Birmingham. 

1891  Martin,  Christopher,  M.B.Edin.,  CM.,  F.R.CS.Eng.,  Surgeon 
Birmingham  and  Midland  Hospital  for  IVomen,  103,  Newhall 
Street,  Birmingham.  Hon.  Loc.  Sec.    C  1897-8. 


XX.  List  of  Fellows  of  the 

Elected. 

1896      fMARTiN,  Charles  Rudingr,  L.R.CP.  aod  S.Edm.,  89,  Eaton  Ter- 
race, S.W. 

F.F.      *Masson,  George  Blare,  L.R.C.P.  and  S.Edin.,  L.M. 

1896  Mattice,  Richard  Isa,  M.D.McGill,  L.R.C.P.Lond.,  Omaha, 
Nebraska,  U.S.A. 

1895  tMAY,    Edwin    Hooper,   M.D.St.  And.,    F.R.CS.,     14.    Finsbory 

Circus,  E.C.,  and  Tottenham  High  Cross,  Middlesex. 

1896  Maybury,  Lysandbr,  M.D.R.U.I.,  M.Ch.,  M.R.CS.Eng.,  9,  Hamp- 

shire Terrace,  Southsea. 

1892  McMurtry,  L.  S.,  M.D.,  231,  West  Chestnut  Street,  Louisville, 
Kentucky,  U.S. A. 

1 89 1  Mearns,  William,  M.A.,  M.D.,  Physician  Children's  Hospital^ 
Gaieshead'On-  Tyne^  22,  Bewick  Road,  Gateshead-on-Tyne. 

1 89 1        Meek,  H.,  M.D.,  331,  Queen's  Avenue,  London,  Ontario,  Canada. 

1887        Mendes  de  Leon,  M.A.,  M.D.,  Sarphati  Straat,  iH,  Amsterdam. 

C.  1892. 
L.  1886  Merriman,   Henry  P.,  M.D.,  2239,   Michigan  Avenue,    Chicago, 
U.S.  A. 

1896  Metcalfe,  James,  M.D.Brux.,  L.R.C.P.  and  S.Edin.,  Surgeon  to  St, 
Catherines  Home  for  Cancer^  Bradford^  8,  Heaton  Grove,  Bradford, 
Yorks. 

1896  tMiCHBLL,  J.,  M.R.C.S.,  L.S.A.,  11,  De  Vere  Gardens,  Kensington 
Palace,  w. 

1 89 1  MiCHiE,  H.,  M.B.Aber.,  CM.,  Surgeon  to  the  Samaritan  Hospital^ 

27,  Regent  Street,  Nottingham.  C.  1894-6. 

189s  tMiCKLE,  Arthur  W.  T.  F.,  M.B.,  C.M.Edin.,  $49,  Commercial 
Road,  E. 

1895  t^iLLER,   Fredk.    R.,  M.D.Brux.,   L.R.C.P.Lond.,  31,  Shepherd's 

Bush  Road,  w. 

L.  1886  Miller,  De  Laskie,  M.D.,  Professor  of  Obstetrics^  Rush  Medical 
College^  446,  Chestnut  Street,  Chicago,  U.S.A. 

1896  MiNCHiN,    P.    Dundas,    L.R.C.P.    and    S.Edin.,    Grange    House, 

Godalming,  Surrey. 

1892  MOLSON,  Cavendish,  L.R.C.P.,  East  View,  Woking. 

1896  Morgan,  Thomas  Howard,  M.D.,  F.R.C.S.Ed.,  Gympie,  Queens- 
land, Australia. 

1887  MoRisoN,  Albert  Edward,  M.B.,  CM.Ed.,  F.R.C.S.Edin., 
Hartlepool. 

1 891  MoRisoN,  J.  Rutherford,  M.B.,  F.R.CS.,  Assistant  Surgeon  New- 
castle-on- Tyne  Infirmary ,  14,  Saville  Row,  Newcastle-on-Tyne. 

C  1^-6. 

1894  MoRLAND,  Charles  Henry  Duncan,  M.B.,  B.S.Dnrh.,  M.R.CS., 
5,  Dumfries  Place,  Cardi£ 

1898        Morris,  R.  J.,  L.S.A.,  5,  Cable  Street,  Lancaster. 

F.F.  tMoRTON,  Thomas,  M.D.Lond.,  M.R.C.S.,  L.S.A.,  Ex-President  of 
the  Harveian  Society  of  London^  15,  Greville  Road,  Kilburn,  N.w. 

C.  i889-9a 

1898  MossB,  Herbert  Ryding,  M.D.,  M.R.C.S.Eng.,  Hobart  House, 
Clapham  Common,  s.w. 
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Etocted. 

F.K.      tMouixlN,  J-  A.  Mansbll,  M.A.,  M.B.OXOB.,  M.R.CP.,  Physician  U 
tkt  Hospit<d  for  Women^  Scho,  Physician  for  Distases  of  Women  to 
the  West  London  Hospital^  69,  Wimpole  Street,  w. 
C  1884-6.    Hod.  Sec.  1887-8.    V.  P.  1889-91.    Libr.  1892.   Treas.  189.V& 

L.  1885  MuNDi,  Paul  F.,  M.D.,  Professor  of  Gynacology  at  the  New  York 
Polyclinic^  and  at  Dartmouth  College,  20,  West  Forty-Fifth  Street, 
New  York,  U.S.  A.  V.P.  1886-7. 

F.F.  MUNRO,  RoBBBT  H.,  M.B.,  CM.  Ed  in.,  Freiockheim,  Arbroath, 
Forfarshire. 

F.F.  MUKPHY,  Jambs,  M.A.,  M.D.Dub.,  Surgeon  to  the  Sunderland  In- 
firmary^ Lecturer  on  Medical  Jurisprudence,  University  of  Durham, 
Holly  House,  Sunderland.  Hon.  Loc  Sec.      V.P.  1892-4. 

1896  MuKRAY,  Chas.  F.  K.,  M.D.,  R.U.I.,  F.R.C.S.,  Kenilworlh,  Cape 
Town,  S.  Africa. 

1885  Murray,  RobbrtMilnb,  M.A.St.  And.,  M.B.Edin.,  F.R.CP.Edtn., 
F.R.S.E.,  Assistant  Physician  Maternity  Hospital ;  Lecturer  on 
Midwifery  and  Gyntecology,  Edinburgh  School;  Physician  for 
Diseases  of  Women  to  the  Western  Dispensary,  ii,  Chester  Street, 
Edinburgh.  C.  1886-8. 

1891  Murray,  W.,  M.D.,  F.R.C.P.,  Consulting  Physician  Newcastle-on- 
Tyne  Hospital  for  Sick  Children,  9,  Ellison  Place,  Newcastle-on- 
Tyne. 

F.F.  Mutch,  F.  Robertson,  M.D.,  C.M.Aberd.,  "  Strathgairn,"  Gold- 
smith Street,  Nottingham. 


1891  Napibr,  a.  D.  Leith,  M.D.,  M. R.C.P.Lond.,  F.R.S.Edin.,  late  Physi- 
cian Royal  Maternity  Charity  of  London  ;  Examiner  in  Midwifery 
and  Gynacology,  Apothecaries  Hall,  General  Hospital,  Adelaide, 
South  Australia. 

C.  1892.     Hon.  Sec.  1893-4.     Editor  1894-6.  V.P.  1895-7. 

1889  tNAUMANN,  J.  C.  Francis,  M.D.Brux.,  L.R.C.P.Lond-,  M.R.CS. 
Eng.,  Physician  ItcUian  Hospital,  125,  Gower  Street,  w.c. 

1894  tNBATBY,  Edwin  A.,  M.D.Brux.,  L.R.C.P.Lond.,  19,  Upper  Wimpole 
Street,  w. 

1891        Nbdwill,  Courtney,  M.D.,  Christchurch,  Canterbury,  New  Zealand. 

L.  1886  NSLSON,  Daniel  Thurber,  M.D.,  2400,  Indiana  Avenue,  Chicago, 
U.S.A. 

L.  F.F.  tNETHERCLiPT,  WiLLiAM  Henry,  F.R.C.S.Ed.,  Piccadilly  Club, 
Piccadilly,  w. 

L.  F.F.  Nbugbbaubr,  Franz,  M.D.,  Directeur  de  VHdpital  Evangelipu, 
Leszno,  33,  Warsaw,  Russia  (Poland).  V.P.  1887-9. 

1896  Nbwnham,  William  Harry  Christopher,  M.A.,  M.B.Camb., 
M.  R.  C.  S.,  Physician  Accoucheur  Bristol  General  Hospital,  Cbandos 
Villa,  Queen's  Road,  Clifton.  C.  1898. 


1894    *-K)akblby,  Charles  Edward,  L.R.CS.,  L.R.C.P.Edin. 
1896      K)'Brybn,   Iambs  Wheeler,    M.D.Vermont,   L.R.CP.  and  S.Ed., 
Springneld  Lodge,  Sydenham,  s.e. 


xxii.  List  of  Fellows  of  the 

Elected. 

L.  i889tO'CALLAGHAN,  ROBERT,  L.R.C.P.,  F.R.C.S.I.,  late  Surgeon  Carhw 
Infirmary  and  Senior  Surgeon  Chelsea  Hospital  for  fyomen,  137, 
Hariey  Street,  w.  C  1891-3. 

1885  CyDoNNELL,  Thomas  J.,  L.K.Q.C.P.I.,  L.M.,  L.R.C.S.I.,  Surgeon- 
Major  Army,  Oorgaum,  Mysore  State,  India. 

1894  tOuvER,  James,  M.D.,  M.R.C.P.Lond.,  F.R.S.Edin.,  Physician  to 
the  Hospital  for  fVomen,  Soho  Square,  fV.,  18,  Gordon  Square, 
w.c.  C   1896-8. 

189s  tOLiVER,  Franklin  Hewitt,  L.R.CP.Lond.,  L.S.A.,  District  Sur- 
geon Royal  Maternity  Charity  of  London,  and  District  Medical 
Officer  City  of  London  Lying-in  Hospital,  2,  Kingsland  Road,  n.b. 

1891  Oliver,  Thos.,  M.A.,  M.D.,  F.R.C.P.,  Professor  of  Physiology, 
Uniifersity  of  Durham,  Physician  Newcastle-on-Tyne  Infirmary,  7, 
Ellison  Place,  Ncwcastle-on-Tyne.  C.  1892-4. 

L.  1889  OsTROM,  H.  J.,  M.D.,  42,  West  48th  Street,  New  York,  U.S.A. 


F.F.      tPADMAN,  John,  M.R.CS.Eng.,  22,  Bloomsbury  Square,  w.c. 

L.  1888  Parkinson,  J.  Taylor,  M.D.,  Brook  View,  Crystal  Brook,  South 
Australia. 

1898  Parsons,  F.  W.,  L.R.C.P.Lond.,  M.R.C.S.,  L.S.A.,  27,  Lingfield 
Road,  Wimbledon. 

1897  Petch,  Richard,  M.D.Lond.,  M.R.C.S.,  Physician  York  County  Hos- 

pital, 73,  Micklegate,  York. 

1891  Philipson,  Professor  G.  H.,  M.A.,  M.D.Cantab.,  D.C.L.,  F.R.C.P., 
Professor  of  Medicine  University  of  Durham^  Senior  Physician 
Newcastle-on-Tyne  Infirmary,  7,  Eldon  Square,  Newcastle-on- 
Tyne. 

F.F.  tPiCKETT,  Jacob,  M.D.St.  And.,  L.R.CP.Edin.,  L.M.,  M.R.C.S.Eng., 
L.S.A.,  26,  Colville  Square,  w. 

1898  Pillow,  H.,  M.D.,  M.Ch.,  B.A.O.,  R.U.I.,  i,  Pembridge  Gardens,  w. 

L.  I^.F.  PiNARD,  Adolphe,  M.D.,  Professeur  h  la  Faculti,  Accoucheur  de  Lari- 
boisiire,  11,  Rue  Rocquepine,  Paris. 

189s  tPLOWMAN,  T.  A.  Barrett,  M.RC.S.,  L.R.C.P.,  Eagle  House, 
Clapham  Common,  s.w. 

L.  1885  Polk,  William,  M.,  ^.T>.,  Ex- President  New  York  Obstetrical  Society, 
dr'c,  dr'c,,  7,  East  Thirty-Sixth  Street,  New  York,  U.S.A. 

1886  tPoPE,  Harry  Campbell,  M.D.Lond.,  F.R.C.S.,  280,  Goldhawk 
Road,  Shepherd's  Bush,  w.  C.   1890-2. 

1891  tPouLTER,  Reginald,  M.R.C.S.,  L,R.CP.,  4,  Gordon  Mansions, 
Gower  Street,  w.c. 

1888  tPowELL,  Henry  Fitzgerald,  M.D.,  F.R.C.S.Edin.,  7,  Connaught 
Street,  Hyde  Park,  w.  C.  1896-8. 

189s  ♦Prendergast,  J.  M.  Vincent,  M.D.,  R.U.I.,  M.A.O.,  M.R.C.P. 
Lond. 

F.F.  tPoRCELL,  Ferdinand  Albert,  M.D.,  M.Ch.,  R.U.I.,  M.R.C.S., 
L.M.Eng.,  Surgeon  to  the  Cancer  Hospital,  Brompton,  7,  Man- 
chester Square,  w.  C.  1^88-9,  1893-5. 
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iZ  F.F.  PuRBFOY,  Richard  Dancer,  M.D.,  T.C.D.,  F.R.C.S.L,  Obstetric 
Surgeon  Adelaide  Hospital^  20,  Merrion  Square,  Dublin. 

C.  1884-6. 

1895  tPuTSBY,  William  H.,  M.D.Dur.,  M.R.CS.,  Fleet  Surgeon  (retired) 
R,N,t  Medical  Registrar  South  London  Hospital  for  IVomen,  50, 
Tyrwhitt  Road,  Brockley,  S.E. 


QuiNLiVAN,  Patrick,  M.D.,  M.Ch.,  Royal  University  Ireland,  254, 
Bethnal  Green  Road,  N.B. 


1887  Rab,  George  A.,  L.R.C.P.,  L.R.C.S.Ed.,  i,  Outram Terrace,  Stoke, 
Devonport. 

1894  tRAJfSAY,  Frank  Winson,  M.D.,  B.S.Durh.,  Jesmond  Dene,  Bourne- 
mouth. 

L.  F.F.  Rasch,  Adolphus  A.  F.,  M.D.,  M.R.C.P.,  late  Physician  for  Diseases 
of  Women  and  Children  to  the  German  Hospital,  London,  Blumen- 
strasse,  5,  Halle  k  Saale,  Germany.       C.  18913.     V.P.  1895-6. 

F.F.  Rawlings,  John  Adams,  M.R.C.P.Edin.,  M.R.C.S.£ng., /Mi^x^iVim 
to  the  Swansea  Hos^al ,  VieswyXiai,  ^viznseau  C.  1888-9. 

1898  Rbdfern,  John  J.,  M.D.,  M.A.O.,  Surgeon  to  Croydon  General 
Hospital,  Croindene,  Wellesley  Road,  Croydon. 

L.  1887  Resd,  Charles  A.  L.,  M.D.,  Professor  0/  Gynecology  and  Abdominal 
Surgery  at  the  Cincinnati  College  of  Medicine  and  Surgery,  and 
Surgeon  to  the  Cincinnati  Free  Surgical  Hospital  for  Women, 
Cincinnati,  Ohio. 

F.F.  fRsBVES,  Henry  Albert,  ¥,K,C.S,Y.6\Ti.,  Surgeon  to  the  Hospital  for 
AflMMii,  7,  Grosvenor  Street,  w.  C.  i£S4-6.    V.P.  1892-4. 

F.F.  Rbid,  W.  Loddon,  M.D.GIas.,  F.F.P.S.Glas.,  Professor  of  Midwifery 
and  Diseases  of  Women  and  Children,  Anderson^ s  College,  Glcugow, 
Physician  to  Dispensary  for  Disecues  of  Women,  Western  Inftrtftary, 
7,  Royal  Crescent,  Glasgow.  C.  1888-9.     V.P.  1896-8. 

F.F.        fRlCHARDSOTN,   JOHN   HUMPHREY    HOWARD,    M.R.CS.,    L.S.A.,    22, 

North  Street,  Wandsworth,  s.w. 

1887  Richmond,  Thomas,  L.R.C.P.E.,  L.F.P.S.G.,  2,  Royal  Crescent,  w., 
Glasgow. 

L.  1888  Rickets,  E.  S.,  M.D.,  93,  East  Fourth  Street,  Cincinnati,  Ohio, 
U.S.A. 

F.F.  +R1LBY,  James,  L.R.CP.Edin.,  M.R.C.S.Eng.,  L.M.,  L.S.A.,  131, 
St.  George's  Road,  South  Belgravia,  s.w. 

L.F.F.  Roberts,  D.  Lloyd,  M.D.,  F.R.C.P.,  F.R.S.Edin.,  Obstetric  Physi- 
cian to  the  Manchester  Royal  Infirmary,  Physician  to  St.  Mary's 
Hospital,  Manchester,  and  Lecturer  on  Clinical  Midwifery  and  the 
Diseases  of  Women  in  Owens  College,  ii,  St.  John  Street,  Man- 
chester. C.  1884.    V.P.  1886-8. 

F.F.  +ROBERTS,  Thomas,  L.S.A.Lond.,  District  Surgeon  Royal  Maternity 
Charity,  Falloden  House,  95,  Tredegar  Road,  Bow,  B. 

L.F.F.  tRoBBRTSON,  A.  MiLNB,  M.D.Edin.,  Gonville  House,  Roehampton,  s.w. 
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1898  Robinson,  Malachi  J.,  M.D.,  M.Ch.,  257,  Essex  Road,  Canon- 
bury,  N. 

1895  RoBSON,  Alfred  William,  L.R.C.P.  and  S.Ed.,  iii,  Park  Road, 
Aston,  Birmingham. 

1888  tRoBSON,  Arthur  W.  Mayo,  F.R.C.S.Eng.,  L.R.CP.Lond.,  Pro- 
fessor of  Surgery  Yorkshire  College^  Surgeon  Leeds  General  In- 
[firmaryy  7,  Park  Square,  Leeds. 

Hon.  Loc.  Sec.     C.  1893-5  &  8.    V.P.  1896.     Pres.  1897. 

1897  RoBSON,  Herbert  J.,  M.R.C.S.  and  L.R.C.P.Lond-,  2,  Hillary  Place, 
Leeds. 

F.F.  Roots,  William  Henry,  M.R.C.S.Eng.,  Canbury  House,  Kingston- 
on-Thames. 

L.  1885  Rosebrugh,  John  Wellington,  M.D.,  Hamilton,  Ont,  Canada. 

L.  1888  Ross,  James  F.  W.,  M.D.,  CM.,  L.R.CP.Lond.,  Professor  of 
Cynacology  and  Abdominal  Surgery  Ontario  Medical  College  fir 
Woffien^  Gynecologist  to  Toronto  General  Hospital^  St.  Michel 
Hospital^  and  St,  JohrCs  Hospital  for  IVomen,  481,  Sherboume 
Street,  Toronto,  Canada.  Hon.  Loc.  Sec. 

F.F.      tRouTH,  Charles  Henry  Felix,  M.D.,  M.R.C.P.,  Consulting  Phy- 
sician to  the  Samaritan  Free  Hospital^  52,  Montague  Square,  w. 
V.P.  18846  and  1896  8.     C.  1888  and  1892-4.     Pres.  189a 

L.  F.F.  Russell,  Logan  D.  H.,  M.D.,  M.R.C.S.,  Government  Park,  St. 
Catherine,  Jamaica. 

1897        Ryall,  Charles,  F.R.C.S.,  9,  Bentiock  Street,  w. 


1895  tSAUNDBRS,  Frederick  Herbert,  M.D.,  C.M.Abcrd.,  i,  Redcliffe 
Gardens,  South  Kensington,  s.w. 

F.F.  tSAVAGE,  Thomas,  M.D.,  M.R.CP.Lond.,  F.R.C.S.Eng.,  Professor  of 
Gynecology  Mason^s  College,  Surgeon  Birmingham  and  Midland 
Hospital^  133,  Edmund  Street,  Birmingham. 

C.  18846,  1895-7.    V.P.  1889.     Pres.  1894. 

1895        Sambon,  Luigi,  M.D.,  41,  Via  Palestro,  Rome,  Italy. 

Hon.  Loc.  Sec. 
L.  1886  ♦Sawyer,  Edward  Warren,  M.D. 

1892  tScHACHT,  F.  F.,  M.D.,  B.A.Cantab.,  late  Physician  to  Out-Patients^ 
Chelsea  Hospital  for  fVonun,  168,  Earls  Court  Road,  s.w. 

Hon.  Sec.  1893-6.     Editor  1896-8.    V.P.  1897-8. 

1889  tScoTT,  Alexander  Thomas,  M.R.C.S.Eng.  anfl  L.S.A.,  8,  Park- 
hurst  Road,  Camden  Road,  N. 

1894  *tScoTT,  John,  M.D.,  M.C,  M.A.Aber. 

1895  Scott,  T.  Bodley,  L.R.CP.Lond.,  M.R.C.S.,  Poole  Road,  Bourne- 

mouth. 

1887  tSHAW,  John,  M.D.Lond.,  M.R.CP.Lond.,  Obstetric  Physician  and 
Gynacologist  North- West  London  Hospital,  12,  Chandos  Street,  w. 

C  1888-90.     Hon.  Sec.  1895-7. 

1885    ♦fSHAw- Mackenzie,  A.  C,  L.S.A. 

1891  fSHAW-MACKENZiE,  J.  A.,  M.D.Lond.,  IcUe  Physician  to  Out- Patients, 
and  Pathologist  Chelsea  Hospital  for  Women,  31,  Grosvenor 
Street,  w.  C  1893.5. 
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1895  Simeon,  E.  Archibald,  L.R.C.P.  aad  S.Ed.,  350,  Hoe  Street, 
Walthamstow,  E^ssex. 

1889  tSiMPSON,  Alrxandbr  Russell,  M.D.,  F.R.C.P.Edin.,  F.F.P.S.Glas., 
F.R.S.E.,  Professor  of  Midwifery  and  Diseases  of  IVomen,  Edin- 
burgh Uniifersity,  Physician  for  Diseases  of  Women  Royal  In- 
Armory  and  MaUmity  Hospital,  52,  Queen  Street,  Edinburgh. 

V.P.  1890-1.     Pres.  1892.     C.  1893-5. 

L.  1885  Skbne,  Alexander  J.  C,  M.D.,  167,  Clinton  Street,  Brooklyn,  N.Y., 
U.S.  A. 

F.F.  +SLIMON,  William,  M.B.GIas.,  F.F.P.S.Glas.,  566,  Mile  End  Road, 
Bow,  K. 

1886  Sloan,  Samuel,  M.D.,  F.F.P.S.Glas.,  Consulting  Physician  to  the 
Glasgow  Maternity  Hospital,  5,  Somerset  Place,  Sauchiehall  Street 
West,  Glasgow.  C.  1889-91. 

L.  1887  Smart,  David,  M.B.,  B.Sc.Edin.,  Assistant  Surgeon  Hospital  for 
Women,  Liverpool,  74,  Hartington  Road,  Liverpool. 

1889  Smith,  Alfred  J..  M.B. R.U.I. ,  M.Ch.,  M.A.O.,  Professor  of  Mid- 
wifery and  Diseases  of  Women,  Catholic  University,  Dublin, 
Gynacologist  St.  Vincenfs  Hospital,  32,  Lower  Baggot  Street, 
Dublin.  C.  1896-8. 

1895    •tSMiTH,  Ernest  Barratt,  M.B.,  C.M.Aberd.,  M.R.C.S. 

L.  F.F.  tSMiTH,  E.  T.  Aydon,  L.S.A.,  Devon  Lodge,  2,  Alexandra  Road,  St. 
John's  Wood,  n.w.  C.  1898. 

L.F.F.  tSMiTH,  Heywood,  M.A.,  M.D.,  M.R.C.P.,  18,  Harley  Street,  w. 
Hon.  Sec.  1884-5.     C  1889-91  &  1898.     V.P.  1892-4. 

1891        Smith,  J.  W.,  M.D.,  Balgonie  House,  Ryton-on-Tyne,  Durham. 

F.F.  +SMITH,  Richard  T.,  M.D.,  M.R.C.P.,  Physician  to  the  Hospital  for 
Women,  Soho,  53,  Harley  Street,  w. 

C.  1884-6  &  1898.     Hon.  Sec.  1889-90.     V.P.  1891-3. 

F.F.  Smyly,W.  Josiah,  M.D.,  T.C.D.,  F.R.C.P.L,  F.R.CS.L,  Master  of 
the  Rotunda  Hospital,  Examiner  in  Midwifery,  R,  C.P.I.,  Dublin, 
56,  Fitzwilliam  Square,  Dublin. 

Hon.  Loc.  Sec.     C.  1888-90.     V.P.  1892-4. 

1895  1SMYTH,  Alexander  Carson,  M.B.,  C.M.Ed.,  Lochiel,  16,  Craven 

Park,  Harlesden,  N-W. 

F.F.  Smyth,  Brice,  B.A.,  M.B.,  M.Ch.,  T.C.D.,  Consulting  Physician 
Hospital  for  Sick  Children,  Physician  Belfctst  Lying-in  Hospital, 
13,  College  Square,  Belfast.  C.  1887-9-    V.P.  1889-91. 

1893  -ISmyth,  John  Walker,  L.R.C.P.  and  S.Edin.,  13,  Colebrooke  Row, 
City  Road,  N. 

1896  tSNOW,   Herbert,   M.D.Lond.,  M.R.C.S.,  Surgeon  Cancer  Hospital, 

Brompton,  6,  Gloucester  Place,  Portman  Square,  w. 

F.F.  tSPANTON,  W.  DUNNETT,  F.R.C. S.Edin.,  Surgeon  to  the  North 
Staffordshire  Infirmary,  Chatterley  House,  Hanley,  Staffordshire. 

C.   1887-9.     V.P.   1890-92. 

1889        Stekoulis,  Constantin,  M.D.,  Pera,  Rue  Souterazi  7,  Constantinople. 

1893  tSTEPHEN,  George  Caldwell,  M.D.,  C.M.McGill,  54,  Evelyn 
Gardens,  South  Kensington,  s.w. 

1885  Stevenson,  Edmund  Sinclair,  M.D.,  F.R.C.S.E.,  Cape  Town, 
Cape  of  Good  Hope.  Hon.  Li)c.  Sec. 


XXVI.  List  of  Fellows  of  the 

Elected. 

1892  Stewart-McKay,  W.   T.,   M.B.,  M.Ch.,  B.Sc-,    Austnlian   Club, 

Macquain  Street,  Sydney,  New  South  Wales. 

L.  1888  Stonb,  Isaac  S.,  M.D.,  2936,  Fourteenth  Street,  n.w.,  Washington, 
D.C.,  U.S.A. 

1893  tSTONKY,   Ralph,  L.R.CS.I.,   L.R.C.P.I.,   11,  Gloucester   Terrace, 

Queen's  Gate,  s.w. 

1886      tSTRANGB,  W.  Hkath,  M.D.,  5,  Grosvenor  Street,  w. 

L.  1892  Sdllivan,  W.  H.  D.,  80,  Collins  Street,  Melbourne,  Victoria. 

l88s  tSUNDERLAND,  SEPTIMUS,  M.D.,  M.R.C.S.,  L.R.CP.Lond.,  Physician 
to  the  Royal  Hospital  for  Women  and  ChUdren^  1 1,  Cavendish 
Place,  Cavendish  Square,  w.  C.  1894-6. 

L.  1885  •Sutton,  Rhoads  Stanbury,  M.D. 

F.F.  Swain,  W.  Paul,  F.R.C.S.,  laie  Surgeon  Royal  Albert  Hospital^ 
Devonport,  17,  The  Crescent,  Plymouth.  C.  1884-6. 

F.F.  SwAYNB,  Joseph  Griffiths,  M.D.Lond.,  Consulting  Physician- 
Accoucheur  Bristol  General  Hospital^  74,  Pembroke  Road,  Clifton, 
Bristol.  V.P.  1886-8. 

L.  1888  SwBETNAM,  Leslie  Matthew,  M.D.,  Toronto,  Canada. 


L.  F.F.  Tait,  Lawson,  F.R.C.S.,  Consulting  Surgeon  to  the  Birmingham 
and  Midland  Hospital  for  fVomen,  Pelerbrook,  King's  Heath, 
Birmingham.  V.P.   1884-5.     Pres-  1886.     C.  1887-9. 

L.  F.F.  Tayler,  William  Henry, M.D.St.  And.,  M.R.C.S.Eng.,  careof  Dr. 
Gambier,  Eversfield  Hospital,  West  Hill,  St.  Leonards  (travelling). 

L.  F.F.t Taylor,  John  William,  F.R.C.S.,  Surgeon  to  the  Birmingham  and 
Midland  Hospital  for  IVomen,  22,  Newhall  Street,  Birmingham. 

C.  1891-3.     V.P.  1894-6. 

F.F.        Temple,  Thomas  Cameron,  M.R.C.S.,  L.S.A.,  Shefford,  Beds.. 

1887      ♦Thomas,  Arthur  William,  M.R.C.S.,  L.S.A. 

1898  Thomas,  J.  L.,  F.R.C.S.Eng.,  28,  Charles  Street  and  Even  Lawn, 
Pen-y-Lan,  Cardiff. 

1885      f  Thomson,  David,  M.D.,  33,  Lowndes  Street,  Belgrave  Square,  s.w. 

C  1897-8. 
1895      tTHOMSON,  George,  M.B.,  C.M.Glas.,  72,  The  Avenue,  Ealing,  w. 
1895        Travers,   F.   T.,   M.B.,   B.S.Lcnd.,  West  Kent  General  Hospital, 

Maidstone,  Kent. 
1892      tTRAVERS,  W.,  M.D.,  F.R.C.S.,  late  Physician  to  the  Chelsea  Hospital 

for  IVornen,  2,  Phillimore  Gardens,  w.     C  1894-6.  V.P.  1897-8. 

1895  Trbub,  Hector,  M.D.,  Professor  of  Obstetrics  and  Gynacolcsy  Uni- 
versity of  Leydeuy  Keizersgracht  558,  Amsterdam.     V.P.  1897-8. 

L.  1889  TuOHY,  John  Francis,  M.D.,  M.Ch.,  Surgeon-Major  J,M,S,^  Civil 
Surgeon,  Saharunpur,  N.W.  Provinces,  India. 


L.  1887  Underwood,  Edward  F.,  M.D.,  Port  Bombay,  India. 


L.  1885  Van  der  Veer,  Albert,   M.D.,  28,   Eagle  Street,  Albany,  New 
York,  U.S. A. 
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Elected. 

1895         Vaughan-Jackson,  Hbrbbrt  Francis,  L.R.C.P.,  M.R.CS.,  Potter's 
Bar,  Middlesex. 


1891  Wadd,  F.  J.,  M.B.Aberd.,  CM.,  M.R.CS.,  US.A.,  Prospect  House, 

Richmond. 

L.  1S88  Walker,  Holford,  M.D.,  56,  Isabella  Street,  Toronto,  Ontario, 
Canada. 

1889  tWALLACR,  Abraham,  M.D.Edin.,  CM.,  F.F.P.S.Glas.,  fortfurly 
Professor  of  Mithoifery  and  Diseases  of  PVomen,  Amferson's  College^ 
Glasgow^  39,  Ilarley  Street,  w.  C.  1894-6. 

L.  F.  F-t Wallace,  John,  M.D.,  Obstetric  Physician  Liverpool  Royal  Infirmary^ 
Professor  of  Miditnfery  and  Gyncecology  University  College,  Livers 
pool,  I,  Gambier  Terrace^  Hope  Street,  LiverpooL 

C  1884-6  &  1898.     V.P.  1894-6. 
L.  F.F.tWALTER,  William,  M.A.,  M.D.Dub.,  F.R.CS.I.,  Physician  to  St, 
A/ary^s  Hospital^  Manchester^  20,  St.  John  Street,  Manchester. 
Hon.  Loc.  Sec.     C  1884-6,  1891-3.     V.P.  1888-90. 

1895  Walton,  Paul,  M.D.,  Chimr^ien-adjoint  des  Hdpitaux  de  Gand, 
64,  rue  Charles  V. ,  Ghent,  Belgium. 

L.  1S97  Ward,  Charles,  F.R.CS.I.,  Pietermaritzburg,  South  Africa. 

1891         Ward,  J.  L.  W.,  J. P.,  L.R.CP.,  Merthyr  Tydvil,  Glamorganshire. 

1889  Webster,    Thos.    J.,    M.R.C.S.Eng.,    L.S.A.,    Brynglas,    Merthyr 

Tydvil,  S.  Wales. 

1895  tWELLs,  Frank  Barber,  M.B.Lond.,  107,  Fordwych  Road,  West 
Hampstead,  N.w. 

1895      fWHEATLEV,  A.  W.,  M.B.Durham,  M.R.C.S.,  3,  Kensington  Court,  w. 

1894  White,  Cresswell  Fitzherbert,  M.B.,  CM.Aber.,  L.S.A.,  Mil- 

borne- Port,  Sherborne,  Dorset. 

1886        White,  John  Vernon,  M.D.,  Oscoda,  Michigan,  U.S.A. 

1897  Whitehead,  Henry  Edward,  M.R.CS.,  L.R.C.P.,  475,  Cale- 
donian Road,  Holloway,  N. 

1886  Whittle,  Edward  George,  M.D.Lond.,  F.R.CS.,  Surgeon  Royal 

Alexandra  Hospital  for  Children  ^  9,  Regency  Square,  Brighton. 

C   1889-91. 

1890  Williams,  Cyril  John,  L.R.C.P.,  Woodhall  Spa,  Lincolnshire. 

1895  tWiLLiAMS,  John  D.,  M.D.Edin.,  CM.,   B.Sc,  20,  Windsor  Place, 

Cardiff. 
1897        Williams,  Joseph  William,   M.R.CS.Eng.,  L.R.CP.Lond-,  128, 
Mansfield  Road,  Gospel  Oak,  n.w. 

1895  Williamson,  John,  M.B.,  CM.Edin.,  Surgeon  to  Richmond  Hospital, 
Rothesay  House,  Richmond,  Surrey. 

L.  1886  Wilson,  H.  P.  C,  M.D.,  Gynacologist  to  Si.  Vincent's  Hospital,  814, 
Park  Avenue,  Baltimore,  U.S.A.  V.P.   189 1-3. 

L.  F.F.  Wilson,  Robert  T.,  M.D.,  Assistant  Surgeon  fVomen*s  Hospital  of 
Maryland,  20,  Park  Avenue,  Baltimore,  Maryland,  U.S.A. 

1887  Wood,  Edward,  L.R.C.P.L.,   M.R.CS.E.,  L.S.A.,  Glebe  Lodge, 

Windmill  Hill,  Enfield. 

1890        Wood,  James  C,  M.D.,  122,  Euclid  Avenue,  Cleveland,  Ohio,  U.S.A. 
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Elected. 

1897        Woodcock,  H.  db  Carlb,  L.R.C.P.,  M.R.C.S.,  Moorville,  Beeston 
Hill,  Leeds. 

L.  1891  tWooDS,  Hugh,  M.D.,  B.S.,  M.A.O.,  11,  Archway  Road,  Highgate. 
L.  1889   WoRRALL,  Ralph,  M.D.,  20,  College  Street,  Sydney,  N.S.W. 
L.  1885   Wylie,  Walker  Gill,  M.D.,  28,  West  Fortieth  Street,  New  York, 
U.S.A.  V.P.  1894-6. 


1891        YoDNG,  Moffat,  L.R.C.P.,  Victoria  Road,  West  Hartlepool. 

1897        Young,  W.  McGregor,  M.B.  &  C.M.GIasg.,  171,  Woodhouse  Lane, 
Leeds. 


1891        ZiNCKE,  Gustav,  M.D.,  13,  Garfield  Place,  Cincinnati,  U.S.A. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Thursday,  February  ii,  1897. 

Prof.  MAYO  ROBSON,  F.R.C.S.,  President,  in  the  Chair. 

Present  :  40  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society :  —  J.  Buchanan,  M.B.,  F.R.C.S.,  Melbourne ; 
R.  Fetch,  M.D.,  York;  H.  CoUigan  Donald,  M.B.,  Paisley  ; 
P.  Macgregor,  F.R.C.S.E.,  Huddersfield ;  Baxter  Tyrie, 
M.B.,  Keighley,  Yorks ;  H.  De  Carle  Woodcock,  M.R.C.S., 
Leeds;  C.  Ward,  F.R.C.S.I.,  Pietermaritzberg,  S.  Africa; 
Henry  Harley,  M.D.,  Battersea. 

The  following  gentlemen  were  proposed  for  election  : — 
H.J.  Robson,  M.R.C.S.,  Leeds  ;  H.  E. Whitehead,  M.R.C.S., 
London ;  B.  L.  Eastman,  M.D.,  New  York ;  J.  B.  Hellier, 
M.D.,  Leeds  ;  McGregor  Young,  M.B.,  Leeds. 

Vote  of  Condolence  on  the  Death  of 
Sir  Spencer  Wells. 

Dr.  Robert  Barnes  moved  that  a  vote  of  condolence 
with  the  family  of  Sir  Spencer  Wells  in  their  sad  bereave- 
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ment  be  passed  by  the  Society,  and  that  a  copy  of  the 
resolution  be  forwarded  by  the  Secretary.  He  said  that  the 
deceased  snrgeon  was  a  distinguished  man  from  every  point 
of  view ;  not  the  least  of  his  achievements  was  that  he  did 
much  to  free  gynaecology  from  the  slur  cast  upon  it  by 
the  surgeons  of  his  day.  He  was  mainly  instrumental  in 
opening  up  a  large  field  of  work  in  the  department  of  ovari- 
otomy— a  department  in  which  his  name  would  remain 
associated  with  his  fellow-pioneer,  Clay.  He  was  an  honour 
to  the  profession,  and  brought  merited  honour  on  himself, 
for  he  was  useful  to  his  country. 

Dr.  Elder  (Nottingham)  seconded  the  motion.  He 
was  sure  that  they  felt  indebted  to  Sir  Spencer  Wells  for  the 
labours  which  he  undertook  in  placing  ovariotomy  on  a 
rational  basis  in  this  country ;  and  to  express  their  regret 
at  his  loss  was  the  least  they  could  do. 

The  President  said  he  felt  sure  there  needed  no  show 
of  hands  to  indicate  the  unanimous  feeling  of  the  Society. 
They  all  owed  a  great  debt  of  gratitude  to  Sir  Spencer  Wells, 
of  which  this  vote  of  condolence  was  but  the  expression. 

Specimens. 

Mr.  F.  BowREMAN  Jessett,  F.R.C.S.,  showed  the 
following : — 

Case  I. — Case  of  Hccmatocele. — ^A.  E.,  aged  37,  admitted 
into  hospital  January  20,  1897  ;  married,  one  child,  nine 
months  old.  Five  months  ago  thinks  she  had  a  miscarriage ; 
since  then  has  been  continually  losing  blood  per  vaginam ; 
complains  of  pain  about  back  and  lower  abdomen.  On 
examination  under  ether  a  tumour  is  felt,  apparently  attached 
to  the  uterus  at  its  upper  and  posterior  aspects,  extending 
laterally  in  the  broad  ligament  on  the  left.  The  mass  moves 
with  the  uterus.  Sound  passes  normal  distance.  January 
26. — Coeliotomy  was  performed,  and  the  growth  was  found 
to  be  intimately  adherent  to  rectum  and  uterus,  and  was 
with   some  difficulty  shelled  out ;   in  doing  this  the  cyst 
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wall  burst,  and  a  quantity  of  black  blood  clots  escaped. 
The  ovary  and  tube  with  attached  cyst  was  ligatured  and 
removed.  The  right  tube  was  found  to  be  also  distended  ; 
and  was  removed  with  the  ovary.  The  left  tube,  on 
examination,  was  found  to  be  distended  and  full  of  firm 
blood  clot.  The  patient  rallied  well  from  the  operation  and 
progressed  favourably  until  the  fifth  day,  when  she  was 
suddenly  seized  with  acute  pain  in  abdomen,  followed  by 
vomiting,  and,  notwithstanding  that  the  abdomen  was 
immediately  opened,  she  died.  The  post-mortem  examination 
revealed  acute  intestinal  obstruction. 

Mr.  Jessett  showed  this  case  as  he  thought  the  haema- 
tocele  was  the  result  of  a  ruptured  tube,  but  not  a  tubal 
pr^nancy.  Care  had  been  exercised  to  trace  any  signs  of 
fcetal  remains  but  without  result.  Mr.  Jessett  thought  it  was 
an  error  to  attribute  all  cases  of  haematocele  to  ectopic 
gestation,  and  although,  of  course,  many  were  so,  yet  he 
considered  it  was  adopting  too  extreme  a  view  to  suggest 
that  it  invariably  was  so,  as  taught  by  some  authorities. 
The  other  point  of  interest  in  the  case  was  that  the  patient 
was  doing  well  for  the  first  five  days,  the  bowels  had  been 
relieved,  abdomen  flaccid,  and  patient  taking  her  nourish- 
ment well,  when  quite  suddenly  she  was  seized  with  all  the 
signs  of  acute  intestinal  obstruction  and  died. 

Case  II. — Carcinoma  of  the  Body  of  the  Uterus. — The 
patient  was  a  lady  about  56,  who  had  been  seen  by  Dr. 
Clement  Godson  in  consultation  with  Dr.  Morton.  He 
diagnosed  carcinoma  of  the  fundus  of  the  uterus,  and  asked 
me  to  see  the  case  with  him,  and  I  quite  agreed  with  his 
views.  Vaginal  hysterectomy  was  advised.  The  operation 
was  performed  by  me,  with  the  kind  assistance  of  Dr. 
Clement  Godson.  The  chief  feature  of  the  case  was  the 
extreme  smallness  of  the  vagina,  and  the  difficulty  in  getting 
the  uterus  down.  After  the  uterine  arteries  had  been  tied 
and  the  peritoneum  opened  anteriorly  and  posteriorly, 
it  was  found  that  the  uterus  was  studded  with  small 
myomata  extending  into  the   broad   ligament,  and  it  was 
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only  with  some  difficulty  that  Doyen's  broad  ligament 
forceps  were  applied  and  the  uterus  removed.  The  patient 
made  an  excellent  recovery. 

Ca&e  IIL — A  Case  of  Uterine  Carcinoma  complicated  by 
Dermoid  Cyst  of  Ovary. — The  specimen  was  shown,  as  Mr. 
Jessett  said  in  his  experience  such  a  complication  was  very 
uncommon.  There  was  no  very  special  difficulty  in  the 
operation,  and  the  patient  made  an  excellent  recovery. 

Dr.  Heywood  Smith  thought  that  the  first  specimen 
ought  to  be  further  examined,  to  see  if  it  were  a  case  of 
ectopic  gestation.  He  would  ask  Mr.  Jessett  whether,  at  the 
autopsy,  a  decidua  was  found  in  the  uterus  ?  If  it  was  not  a 
case  of  ectopic  gestation,  how  was  it  that  rupture  occurred, 
instead  of  the  blood  passing  down  into  the  uterus  ? 

The  President  said  that  one  of  the  chief  points  of 
interest  was  as  to  the  cause  of  the  intestinal  obstruction  in 
the  first  case ;  and  another  was  the  question  of  diagnosis  of 
the  true  nature  of  the  haematocele. 

Dr.  Herbert  Snow  quoted  the  case  of  a  young  woman 
he  had  just  operated  on  for  urethral  caruncle,  who  was  six 
weeks  pregnant,  and  who  subsequently  miscarried,  passing 
a  non-ruptured  cyst  as  large  as  a  pigeon's  egg,  in  which  the 
most  careful  examination  failed  to  detect  a  trace  of  the 
embryo.  He  thought  if  complete  absorption  could  take 
place  under  such  conditions,  it  was  rash  to  conclude  that 
Mr.  Jessett's  case  was  not  one  of  gestation.  He  would  like 
to  ask  if  the  patient  had  opium  in  any  shape  after  the 
operation  ? 

Dr.  Purcell  noted  that  in  the  second  case  no  ligature 
was  used  ;  and  he  could  readily  understand  that  there  was 
not  much  room  for  such  manipulations  in  a  small  vagina, 
unless  the  perinaeum  were  divided.  He  saw  the  operation  in 
the  third  case  ;  the  cyst  came  down  at  the  same  time  as  the 
uterus  was  drawn  down  ;  and  in  this  case  also  clamps  were 
used.  He  thought  that  Mr.  Jessett  could  in  no  way  be  held 
responsible  for  the  intestinal  obstruction  in  the  first  case  ; 
certainly  there  was  nothing  in  the  operation  to  determine 
the  fatal  result. 


Discussion  on  Specimens. 


Dr.  Macnaughton-Jones  remarked  on  the  highly  am- 
biguous meaning  of  the  term  "pelvic  haematocele."  As 
commonly  used  it  was  extremely  vague,  and  was  applied  to 
conditions  widely  different  in  their  surgical  and  anatomical 
relations.  This  led  to  confusion,  both  in  diagnosis  and 
treatment.  As  to  the  specimen  shown  by  Mr.  Jessett,  he 
might  remark  that  though  ectopic  gestation  was  a  fre- 
quent cause  of  pelvic  haemorrhage,  the  fact  that  so-called 
"haematocele,"  due  to  various  causes,  and  in  different 
situations,  might  occur  independently  of  pregnancy,  was 
now  generally  recognised  by  authorities.  Regarding  intes- 
tinal obstruction  after  laparotomy,  he  should  say  there 
was  no  more  anxious  complication,  nor  one  more  diffi- 
cult to  define  the  cause  of.  The  diagnosis  of  obstruction 
from  septic  peritonitis,  adhesive  peritonitis,  appendicitis, 
ileus,  kink  in  the  bowel  as  in  Mr.  Jessett's  case,  or  strangu- 
lation, was  difficult,  and  could  only  be  determined  by  such 
symptoms  as  the  mode  of  onset  and  time  of  occurrence, 
the  situation  and  character  of  the  pain,  the  shape  of  the 
abdomen,  and  its  sensitiveness. 

Dr.  Godson  said  that  the  second  case  was  a  patient  from 
whom  he  had  removed  a  polypus  by  means  of  the  ^craseur, 
fourteen  or  fifteen  years  ago.  She  remained  well  till  eighteen 
months  ago,  and  then  came  complaining  of  haemorrhage, 
but  no  pain.  She  thought  it  was  only  a  case  of  return  of  the 
periods ;  but  the  regularity  was  doubtful,  and  her  age  made 
him  suspicious,  and  when,  a  little  later,  she  had  an  offensive 
discharge,  he  had  little  doubt  that  she  had  malignant  disease. 
The  uterus  was  slightly  enlarged,  but  mobile.  The  presence 
of  the  small  fibroids  was  not  recognised  till  the  uterus  was 
drawn  down.  She  had  made  a  good  recovery,  and  he  con- 
gratulated Mr.  Jessett  on  the  result.  The  malignant  nature 
of  the  disease  was  confirmed  by  microscopic  examination. 

Mr.  BOWREMAN  Jessett,  in  reply,  said  that  no  micro- 
scopic examination  had  been  made  in  the  first  case ;  but 
there  was  no  decidua  in  the  uterus.  No  opium  had  been 
given.   He  could  not  see  the  analogy  between  Dr.  Snow's  case 
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and  his  own  ;  and,  as  Dr.  Macnaughton-fones  had  pointed 
out,  the  connection  of  haematocele  with  ectopic  gestation 
was  not  nearly  so  frequent  as  they  had  lately  been  led  to 
suppose.  Some  went  so  far  as  to  say  that  most,  if  not  all, 
cases  of  haematocele  were  due  to  ectopic  gestation,  but  he 
joined  issue.  Intestinal  obstruction  was  a  thing  he  had 
always  dreaded  after  laparotomy ;  he  never  felt  happy  with 
these  cases  till  he  knew  that  flatus  or  faeces  had  been  passed. 
He  thought,  referring  to  Dr.  Purcell's  remarks,  that  the 
splitting  of  the  perinaeum  should  always  be  avoided,  when- 
ever possible. 

Endothelioma  of  the  Ovary ,  and  Section  of  Fallopian  Tube 
removed  for  Salpingitis. — Dr.  Macnaughton-Jones  showed 
a  section  from  an  endotheliomatous  ovary,  prepared  by 
Dr.  •Ludwig  Pick,  and  also  a  section  of  a  Fallopian  tube 
which  he  had  seen  removed  from  a  patient,  and  stained 
and  mounted,  within  twelve  minutes  after  its  removal,  by 
this  pathologist's  method. 

Presidential  Address  on  the  Relation  of 
gyniecology  to  surgery. 
By  A.  W.  Mayo  Robson,  F.R.C.S.,  &c. ;  President  of  the 
British  Gynaecological  Society,  Professor  of  Surgery  in 
Yorkshire  College,  and  Senior  Surgeon  to  the  Leeds 
General  Infirmary. 

Gentlemen, — ^Though  at  first  I  hesitated  in  entertaining 
your  kind  offer  of  the  distinguished  and  honourable  post  of 
President  of  the  British  Gynaecological  Society  for  the 
double  reason  of  my  living  away  from  the  metropolis,  and 
of  my  being  a  general  surgeon,  I  had  not  long  to  hesitate, 
after  the  kind  manner  in  which  my  friend  our  late  president. 
Dr.  Clement  Godson,  pointed  out  to  me  that  my  election  by 
the  council  was  unanimous,  and,  moreover,  that  the  Society 
was  a  British,  and  not  merely  a  London  one.  My  last 
objection,  that  I  was  a  general  surgeon,  after  mature  con- 
sideration I  was  myself  able  to  waive,  for  on  looking  through 
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the  records  of  the  Society  as  shown  in  our  excellent  journal, 
I  was  reminded  that  by  far  the  greater  part  of  the  work  of 
the  Society  consists  of  pure  surgery,  and  particularly  of 
abdominal  surgery,  to  which  I  have  allotted  not  a  little  of 
my  time.  It  has  always  seemed  to  me  that  gynaecology, 
though  easy  of  definition,  is  one  of  those  specialities  which 
can  only  be  thoroughly  grasped  with  difficulty,  since  it 
involves  a  knowledge  of  the  three  branches  of  our  art — 
medicine,  surgery,  and  obstetrics ;  nor  do  I  see  how  any 
man  can  be  a  good  gynaecologist  who  is  not  well  acquainted 
with  pathology,  and  at  the  same  time  with  the  home  life, 
habits,  and  slighter  ailments  of  patients,  in  the  manner 
which  can  be  only  obtained  by  one  who  has  had  some 
experience  in  general  practice. 

A  gynaecologist  may,  then,  be  a  physician,  surgeon,  or 
obstetrician,  or  all  combined,  and  in  a  Society  like  this, 
where  every  branch  of  gynaecology  is  represented,  we  ought 
to  be  able  to  arrive  at  the  truth  in  any  subject  of  gynae- 
cological interest  which  is  brought  forward  for  consideration. 

In  the  short  time  which  an  opening  address  is  expected 
to  take  up,  I  should  like  to  dwell  for  a  few  minutes  on  the 
relation  which  surgery  bears  to  gynaecology,  and  I  think  I 
shall  be  able  to  point  out  that  it  is  only  since  surgery  has 
asserted  its  importance  in  the  treatment  of  diseases  peculiar 
to  women  that  gynaecology  has  attained  to  the  important 
position  which  it  now  holds. 

We  have  not  to  go  back  many  decades  to  find  the  time 
when  a  gynaecologist  was  fully  armed  in  possessing  a  few 
pessaries  with  a  speculum  and  a  lunar  caustic  stick,  and  I 
am  old  enough  to  remember  when  nearly  every  suffering 
woman  with  a  pelvic  ailment  was  thought  hysterical,  and 
neither  a  fit  subject  for  medical  treatment  nor  sympathy. 
To  call  to  mind  the  opinions  of  those  who  doubted  there 
were  such  ailments  as  hydro-  or  pyo-salpinx,  and  curiously 
enough  supported  their  arguments  by  appeals  to  post-mortem 
records.  To  recollect  when  extra-uterine  gestation  was  an 
almost  unknown    ailment,  and  when  death  from  internal 
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haemorrhage  was  considered  a  sufl&cient  explanation  to 
satisfy  all  requirements.  To  call  to  mind  numbers  of 
women,  dying  in  a  state  of  collapse  from  a  ruptured 
pregnant  tube,  who  would  now  be  almost  to  a  certainty 
saved  by  operation.  To  remember  when  that  barbarous 
procedure,  craniotomy,  was  a  thing  of  frequent  occurrence 
in  case  of  difficult  delivery,  instead  of  being  reserved  for 
very  exceptional  cases,  and  only  resorted  to  when  the  child 
is  dead  and  other  more  purely  surgical  means  are  unavail- 
able or  have  failed.  To  recollect  when  myoma  uteri  was 
supposed  to  be  a  trifling  disorder,  and  to  claim  its  numerous 
victims  from  haemorrhage,  exhaustion,  or  sepsis,  without 
a  question  of  operation  being  raised,  except  in  the  case  of 
pol5rpus ;  and  when  women  with  cancer  of  the  uterus  were 
condemned  to  a  lingering  and  painful  death,  without  hope 
of  relief  or  prolongation  of  life. 

There  are  some  among  us  who  can  even  go  further  back 
and  call  to  mind  the  time  when  that  most  successful  opera- 
tion, ovariotomy,  was  considered  ruthless  slaughter.  The 
change  is  so  great,  and  has  occurred  in  so  short  a  time,  that 
we  might  almost  term  it  the  "  Renaissance  of  Gynaecology." 

To  what  is  all  the  change  due  ?  Doubtless  much  is 
dependent  on  an  increased  and  truer  knowledge  of  the 
pathology  of  the  diseases  peculiar  to  women  and  to  a  more 
rational  therapeusis ;  but  who  will  venture  to  argue  that  the 
chief  reason  for  the  "reformation"  is  not  the  all-round 
improvement  in  surgery,  thanks  to  the  genius  of  our  fellow- 
countryman.  Lord  Lister,  whom  all  the  world  delights  to 
honour,  and  whose  elevation  to  the  peerage  is  a  source  of 
congratulation,  not  only  to  the  noble  profession  to  which  he 
belongs,  but  to  the  statesman  who  advised  it  and  to  the 
country  which  has  received  it  with  acclamation  ? 

What  would  our  forefathers,  who  went  to  their  rest 
before  the  seventies,  say,  could  they  come  among  us  and 
pick  up  our  quarterly  Journal  or  other  medical  periodicals  ? 
Would  not  they  hold  up  their  hands  in  pure  astonishment 
to  read  the  papers  and  discussions  of  last  year  on  "  Intra- 
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peritoneal  Hysterectomy "  and  "  Pan-Hysterectomy  for 
Myoma/'  or  those  on  "  Hysterectomy  for  Cancer,"  showing 
not  only  an  extremely  small  mortality  for  such  formidable 
operations,  but  the  greatest  amount  of  relief  to  suffering. 

Would  not  they  be  surprised  to  find  that  ovariotomy  is 
now  performed  with  an  all-round  mortality  of  5  per  cent,  or 
less;  that  a  ruptured  extra-uterine  gestation  is  no  longer 
almost  certain  death,  but  in  proper  hands  means  an  almost 
certain  recovery ;  that  abdominal  hysterectomy  for  myoma 
involves  actually  little  more  risk  than  ovariotomy ;  that 
hysterectomy  for  cancer  is  successful  so  far  as  life  is  con- 
cerned in  from  90  to  95  per  cent.,  and  that  Caesarian  section 
and  Porro's  operation  are  undertaken  with  the  expectation 
of  recovery  to  mother  and  child  in  a  very  large  percentage 
of  cases  ? 

I  think,  too,  they  would  be  equally  astonished  to  hear 
that  our  lying-in  charities,  as  shown  in  our  late  President's 
valedictory  address,  are  no  longer  the  death-traps  which 
they  once  were,  which  could  only  be  referred  to  with  bated 
breath  ;  but  that  they  constitute  the  most  valued  and  useful 
of  the  charitable  institutions  of  the  kingdom,  where  the  poor 
pr^nant  woman  may  enter,  feeling  that  she  is  placing 
ho^elf  under  the  most  favourable  conditions  for  passing 
through  her  ordeal  of  maternity. 

When  we  hear  of  the  almost  complete  absence  of 
mortality  in  a  series  of  several  thousand  puerperal  cases,  and 
of  the  almost  entire  absence  of  septic  complications,  the  fact 
must  be  strongly  borne  home  to  us  that  although  many  of 
the  complications  met  with  after  child-birth  are  directly  or 
indirectly  due  to  pre-existing  inflammatory  or  other  affec- 
tions of  the  reproductive  organs,  the  modern  methods  of 
antisepsis  are  so  far  able  to  minimise  or  neutralise  their 
dangers  that  even  in  such  cases  puerperal  septicaemia  need 
not  be  apprehended,  and  that,  should  it  occur,  we  must  not 
ordinarily  consider  the  septicaemia  as  being  auto-  but  hetero- 
genetic. 

The  more  nearly  we  look  on  obstetric  medicine  from 
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the  surgical  standpoint,  and  consider  a  pregnant  woman 
approaching  the  full  term  as  a  patient  being  prepared  for 
operation,  on  the  accouchement  as  being  the  operation, 
and  on  the  puerperal  period  as  requiring  the  same  care  and 
after-treatment  that  would  be  given  to  a  grave  surgical  case, 
so  the  more  nearly  will  the  ideal  results  presented  by  Dr. 
Godson  be  attained. 

Moreover,  though  from  the  anatomy  of  the  parts  in- 
volved and  the  peculiarity  of  the  circumstances  attending 
the  special  operation,  the  after  complications,  if  any,  require 
special  treatment,  there  is  nothing  special  in  the  principles 
which  have  to  be  carried  out  in  treating  such  complications, 
and  the  accoucheur  who  has  had  a  good  surgical  training 
will  be  best  fitted  to  deal  with  them. 

Asepsis  or  antisepsis  is  one  of  the  chief  questions  at 
present  exercising  the  mind  of  the  surgeon,  whether  gynae- 
cologist or  general,  and  I  hope  it  will  not  be  thought  wasted 
time  if  I  give  my  views  on  the  subject,  as  owing  to  the 
almost  aggressive  attitude  which  has  been  taken  up  by  some 
of  the  asepticians  as  opposed  to  the  antisepticians,  there  is  a 
fear  lest  the  pendulum  should  be  allowed  to  swing  too  far, 
and  in  straining  at  the  gnat  the  camel  should  be  swallowed. 

To  begin  with,  I  grant  that  asepsis  would  be  preferable 
to  antisepsis  if  it  were  practicable. 

Metchnikoff  has  clearly  shown  that  nature  provides  us 
with  an  army  of  cells  ever  ready  to  do  warfare  with  our 
ubiquitous  minute  enemies ;  were  it  not  so  life  would  be 
impossible. 

Thus  is  explained  the  success  that  attended  many  opera- 
tions before  the  reformation  in  surgery ;  but  the  mortality 
which  then  occurred  clearly  demonstrated  that  nature 
unaided  was  only  exceptionally  equal  to  the  combat. 

It  was  then  a  question — first,  as  to  the  dose  of  the 
poison ;  and,  secondly,  as  to  the  strength  of  the  resisting 
force. 

If  the  former  v^^as  "  +  "  and  the  latter  "  —  "  in  quantity, 
septicaemia  and  death  resulted,  and  vice  versd. 
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Asei>sis  aims  at  reducing  the  invading  force  to  a  minus 
quantity,  without  the  use  of  any  antiseptic,  and  its  doctrine 
is  simple  so  far  as  the  surgeon  and  his  instruments  are 
concerned,  for  it  may  be  summed  up  in  the  one  word 
**  sterilisation."  In  many  cases,  as  in  an  ordinary  ovari- 
otomy, where  we  begin  with  a  clean  unbroken  skin,  it  is 
quite  possible  to  perform  a  strictly  aseptic  operation  with 
perfect  results  ;  but,  unfortunately,  we  have  other  factors  to 
consider,  which  we  cannot  reduce  to  such  accurate  mathe- 
matical precision,  in  the  shape  of  the  patient  and  the 
surroundings. 

1  will  illustrate  my  meaning  by  two  examples : — Sup- 
posing an  obstetrician  be  called  to  attend  a  patient  whose 
vulvae  are  not  overclean,  who  is  suffering  from  an  offensive 
vaginal  discharge,  and  whose  cervix  is  occupied  by  unhealthy 
granulations,  cancerous  or  otherwise,  could  he  rely  on 
syringing  with  boiled  water  to  purify  the  parts,  or  would  he 
rather  not  feel  it  safer  to  employ  some  well-known  and  tried 
antiseptic  such  as  a  i  in  i,ooo  perchloride  solution  ?  Or, 
again,  as  in  a  case  under  my  care  in  the  Leeds  Infirmary  of 
compound  fracture  of  the  patella  with  the  knee-joint  full  of 
filth  from  the  street,  could  I  have  hoped  to  secure  union  by 
first  intention  by  the  use  of  simple  boiled  water,  which,  how- 
ever, I  did  obtain  by  scrubbing  out  the  joint  with  a  solution 
of  bintodide  of  mercury  ? 

What  are  the  arguments  used  by  the  asepticians  as 
opposed  to  the  antisepticians  ? — 

Firs/,  that  antiseptics  are  of  doubtful  value ; 

Secondly,  that  they  injuriously  affect  the  tissues ; 

Thirdly,  that  they  produce  general  toxic  symptoms  ;  and 

Fourthly,  that  they  may  produce  temporary  or  persistent 
lesions  of  exceptional  gravity,  such  as  nephritis  or  diarrhoea. 

The  last  three  arguments  may  be  disposed  of  in  one 
answer — ^that,  if  not  employed  too  strong,  and  if  after 
employing  the  antiseptic  solution  it  be  washed  away  by 
some  bland  fluid,  such  as  boiled  water  or  boric  lotion,  no 
harm  will  result  from  their  use. 
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Moreover,  I  am  able  to  personally  prove  this  up  to  the 
hilt  by  my  experience  in  many  hundreds  of  general  and 
gynaecological  operations  performed  without  any  of  these 
untoward  effects. 

The  first  argument  is  advanced  with  regard  to  spores, 
and  in  repeating  some  years  ago  the  late  Professor  Tyndall's 
experiments  on  the  dust  in  the  air,  I  became  soon  aware  of 
the  difficulty  of  killing  these  resting  spores,  which  may 
require  boiling  once,  twice,  or  thrice,  at  several  hours' 
intervals  before  the  solution  is  sterile  ;  but  the  same  diffi- 
culties do  not  arise  in  the  tissues,  as  the  bacteria  and  bacilli 
and  their  spores  are  soft  and  moist,  and  are  more  easily 
attacked  and  destroyed  by  antiseptics,  or  even  if  not  killed, 
as  the  asepticians  argue,  they  are  rendered  less  potent,  so 
that  the  phagocytes  are  capable  of  taking  them  up  and 
destroying  them.  Whatever  test-tube  experiments  may 
apparently  demonstrate  to  be  the  case  outside  the  body, 
clinical  experience  proves  that  when  antiseptics  are  employed 
in  a  wound  they  so  influence  germs  as  to  make  them 
impotent,  whether  they  kill  or  merely  paralyse  them. 

While  in  surgical  homes  or  in  special  hospitals  it  is  easy 
to  carry  out  asepsis  and  to  isolate  cases  not  suitable  for 
aseptic  treatment,  in  general  hospitals  and  at  the  homes  of 
patients  it  is  much  more  difficult ;  and  to  leave  off  antiseptic 
treatment  would,  I  feel  sure,  lead  to  many  failures  and  to 
numerous  disasters.  I  therefore  prefer  to  modify  my 
practice  according  to  circumstances,  and  while  I  always 
adopt  all  the  precautions  employed  by  the  aseplician  for 
sterilising  hands,  instruments,  and  sponges,  and  for  keeping 
a  wound  aseptic,  I  as  a  rule  use  a  i  in  40  carbolic  solution 
for  instruments  and  sponges  and  a  i  in  2,000  biniodide  of 
mercury  solution  for  the  hands.  In  aseptic  cases  it  is  un- 
necessary, but  in  septic  cases  I  do  not  hesitate  to  apply  the 
solution  freely  to  the  tissues.  Thus,  I  think,  are  obtained 
all  the  benefits  claimed  by  the  aseptician  without  the  dangers 
or  disadvantages  he  describes,  whilst  avoiding  some  of  the 
risks  of  failure  that  he  incurs  in  eschewing  antiseptics. 
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Why  should  we  be  anxious  to  disclaim  antisepticism 
when  it  brings  us  results  such  as  our  late  President  can  show 
in  obstetric  practice,  and  as  many  of  us  can  demonstrate  in 
gynaecological  or  in  general  surgery?  As  showing  what 
antiseptics  have  done  in  a  large  general  hospital  I  would 
refer  to  the  work  of  the  Leeds  Infirmary,  and  compare  the 
mortality  of  1870  with  that  of  twenty-five  years  later. 

In  the  former  year  there  were  in  all  469  operations  per- 
formed with  a  mortality  of  6-6  per  cent. ;  in  the  latter  year 
there  were  5,039  operations,  with  a  total  mortality  of  only 
1*2  per  cent,  although  in  the  later  period  the  magnitude  of 
the  operations  performed  was  in  many  cases  infinitely  greater 
than  in  the  former. 

Perhaps  in  no  class  of  cases  has  greater  progress  to  be 
recorded  than  in  abdominal  diseases,  which  formerly  were 
for  the  most  part  treated  expectantly  in  the  medical  wards. 
For  instance,  in  the  reports  for  1870  and  1871,  under  the 
heading  "Abdominal  Section,"  no  case  is  recorded;  in 
other  words,  the  peritoneal  cavity ,  was  only  opened  for 
ovariotomy  and  for  strangulated  hernia;  whereas  in  the 
two  years  1893  and  1894  573  patients  had  abdominal 
section  performed  in  the  hospital,  the  all-round  mortality — 
including  malignant  cases,  strangulation  of  gut,  cases  of 
acute  intestinal  obstruction,  internal  gangrene,  suppurative 
peritonitis,  &c. — showing  a  percentage  of  12*2,  or  a  saving 
of  life  in  87*8  per  cent.  The  statistics  of  ovariotomy  in  the 
hospital  twenty-five  years  ago  were  so  bad  that  tapping  was 
frequently  resorted  to  in  order  to  defer  the  major  operation, 
and,  even  in  1875,  twelve  patients  were  thus  treated,  and 
only  seven  were  submitted  to  the  radical  operation.  Out 
of  these  seven,  five  died,  yielding  a  mortality  of  71*3  per 
cent  On  the  other  hand,  in  the  years  1893  and  1894, 
ovariotomy  was  performed  132  times  with  123  recoveries, 
giving  a  mortality  of  6*8  per  cent.,  and  seeing  that  this 
included  malignant  cases  as  well  as  patients  extremely  ill 
in  other  ways,  the  mortality  is  one  of  which  no  general 
hospital  need  feel  ashamed  ;  for  it  must  be  borne  in  mind 
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that  statistics  were  in  no  way  considered,  and  if  an  operation 
offered  any  chance  of  giving  relief  it  \ra&  resorted  to.  Only 
a  few  years  ago  it  was  the  custom  to  treat  these  cases  in 
single  wards  and  to  have  two  special  nurses  for  each,  but 
as  the  work  increased  this  was  found  to  be  impracticable^ 
it  being  impossible  either  to  provide  sufficient  small  wards 
or  nurses,  and  it  soon  became  manifest  that  the  patients 
treated  in  the  general  wards  recovered  equally  well,  or  even 
better,  than  those  that  were  isolated.  Hence  isolation  was 
given  up,  and  it  is  now  the  custom  to  operate  on  those  cases 
in  the  theatre  and  to  remove  them  to  the  general  wards,  just 
as  is  done  with  other  surgical  cases. 

In  looking  through  the  records  of  the  Society,  I  can  find 
among  the  numerous  communications  comparatively  little 
reference  to  medical  treatment,  yet  every  gynaecologist  is 
probably  employing  remedial  agents  and  methods  other 
than  operative  in  the  treatment  of  the  diseases  peculiar  to 
women,  and  some  the  experience  of  which  might  be  of 
great  service  to  the  Society.  For  instance,  it  would  be  most 
interesting  to  have  further  records  of  the  trial  of  various 
animal  extracts  in  the  treatment  of  uterine  and  breast 
cancer  and  in  other  uterine  tumours.  The  Glasgow  School 
of  Gynaecologists  have  been  recently  advocating  their  em- 
ployment, either  alone  or  along  with  surgical  treatment, 
and  have  reported  so  favourably  of  their  utility  that  further 
trials  are  called  for. 

It  would  be  of  interest  to  the  Society  and  to  gynae- 
cologists in  general  if  any  of  our  Fellows  could  throw 
light  on  those  conditions  of  pain  starting  in  the  pelvis 
over  one  or  both  ovaries,  and  yet  not  allied  with  any 
manifest  gross  organic  lesion,  and  which,  though  in  most 
cases  associated  with  a  neurotic  temperament,  must,  if  we 
could  only  find  it  out,  have  some  definite  and  distinct  cause. 
These  cases  should  probably,  according  to  our  present  light, 
be  treated  by  medical  and  general  means  rather  than  by  any 
mutilating  operations,  which  have  too  often  been  tried  and 
found  wanting.    I  hope  during  the  session  we  may  have  the 
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benefit  of  the  experience  of  some  of  our  Fellows  on  the 
use  of  antistreptococcus  serum  in  the  treatment  of  some  of 
the  acute  inflammatory  affections  which  are  apt  to  occur  in 
gynaecological  and  obstetric  practice,  for  I  cannot  but  think 
that  the  treatment  has  a  great  future  before  it  in  a  class  of 
cases  attended  both  with  imminent  danger  of  life  and  with 
great  anxiety  to  the  medical  attendant. 

In  the  British  Medical  journal  for  January  2  of  this  year 
is  a  short  paper  by  Dr.  Law,  of  Sidcup,  on  a  case  of  acute 
septic  general  peritonitis  with  septic  metritis,  treated  suc- 
cessfully by  antitoxic  serum  injections,  which  is  well  worthy 
of  study,  as  is  also  the  paper  by  Dr.  Moorhead,  of  the 
Cootehill  Union  Infirmary,  in  the  British  Medical  journal 
for  January  23,  1897,  on  the  use  of  the  same  agent  in  a  case 
of  acute  puerperal  septicaemia. 

These,  along  with  other  reported  cases,  show  that  the 
use  of  the  antistreptococcus  serum  is  a  most  potent  remedy 
which  the  surgeon  or  obstetrician  should  not  lose  sight  of 
in  some  of  the  desperate  cases  which  at  times  come  under 
his  care. 

There  are  many  other  matters  in  our  special  branch  of 
work  which  require  elucidation,  many  methods  which  re- 
quire modification,  many  practices  which  require  amend- 
ment, and  some  extreme  views  which  require  tempering. 
We  have  in  our  Society  no  lack  of  brains  and  no  little 
enthusiasm,  and  as  we  possess  a  vast  amount  of  experience 
of  every  branch  of  our  art,  I  feel  sure  that  we  have  it  within 
our  power,  as  I  know  it  is  our  intention,  to  do  much  valu- 
able work,  and  work  of  such  stability  that  it  must  disarm 
all  hostile  criticism,  and  give  our  Society  a  place  in  the 
first  ranks  of  science. 

Dr.  C.  H.  F.  ROUTH  moved  that  a  hearty  vote  of  thanks 
be  given  to  the  President  for  his  interesting  address,  and  that 
he  allow  it  to  be  printed  in  the  Journal  of  the  Society.  He 
said  he  had  heard  many  learned  discourses,  but  had  not 
heard  one  marked  by  more  sterling  common  sense.  Those 
were  despicable  times  in  the  past,  in  which  everyone  who 
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practised  gynaecology  was  looked  upon  as  an  inferior  member 
of  the  profession.  He  could  remember  the  time  when  pro- 
fessors knew  less  of  gynaecology  than  the  tyro  of  to-day. 
But  in  spite  of  the  advances  of  gynaecology,  they  must  not 
neglect  medicine  and  surgery;  those  who  had  the  best 
knowledge  of  these  branches  became  the  best  gynaecologists. 
The  neglect  of  these  led  to  extremes  in  gynaecology,  such  as 
not  operating  at  all,  or  operating  too  much.  It  was  a  great 
advantage  in  this  Society  that  they  were  able  to  go  out  of 
London  for  their  President,  and  find  talent  in  the  Provinces, 
and  by  the  interchange  of  many  opinions  they  were  able  to 
get  nearer  the  truth. 

Dr.  Godson  seconded  the  motion,  and  thanked  Professor 
Mayo  Robson  for  his  kind  remarks  about  his  valedictory 
address. 

Dr.  ROUTH  put  the  motion,  which  was  carried  with 
acclamation. 

The  President  briefly  returned  thanks. 

Exhibition  of  Gynecological  Appliances.  —  Dr.  Mac- 
NAUGHTON-JONES,  by  special  request,  showed  some  gynae- 
cological instruments  and  appliances  which  he  had  recently 
seen  used  in  the  Frauenkliniks  in  Berlin,  more  particularly 
those  necessary  for  Martin's  colpotomy,  and  Landau's 
vaginal  pan-hysterectomy.  The  particulars  of  these  opera- 
tions, and  figures  of  the  appliances  referred  to,  appeared 
in  the  February  number  of  this  Journal,  in  the  paper 
"Gynaecology  in  Berlin,"  by  Dr.  Macnaughton-Jones. 
Having  briefly  described  the  steps  of  these  operations, 
he  showed  the  instruments  and  appliances  used  in  each, 
including  Orthmann's  instrument,  a  combination  of  uterine 
sound  with  claw  forceps,  which,  in  the  former  operation, 
is  used  to  steady  and  draw  down  the  uterus.  It  is  also  of 
great  value  in  other  operative  procedures  on  the  uterus  and 
adnexa.  Landau's  operation,  in  which  clamps  alone  are 
used,  has  now  been  performed  some  four  hundred  times, 
with  a  mortality  of  little  over  2  per  cent.  He  claims  for 
it  that  it  can  be  performed  in   cases  in  which  any  other 


Exhibition  of  Gynecological  Appliances,         17 

form  of  hysterectomy  would  be  impossible.  Dr.  Mac- 
naughton-Jones  also  showed  Landau's  combination  of 
branched  dilator  with  trocar  and  canula,  most  convenient 
for  opening  pelvic  abscesses,  and  the  special  needles  of 
Olshausen  for  ligaturing  the  uterine  and  ovarian  vessels. 
He  also  exhibited  an  electric  lamp  with  a  reflector  which 
could  be  attached  to  any  electrical  connection,  and  is 
specially  useful  in  the  Trendelenburg  position,  being  capable 
of  throwing  a  light  of  two  hundred  candle  power  into  the 
basin  of  the  pelvis. 

The  President  said  that  some  of  the  instruments  were 
new  to  them,  and  some  of  the  methods  would  no  doubt  be 
followed  out  later  by  British  gynaecologists ;  in  any  case 
they  were  glad  to  see  the  instruments,  and  were  much 
obliged  to  Dr.  Macnaughton-Jones  for  kindly  showing 
them. 
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Thursday,  March  ii,  1897. 

Prof.  MAYO  ROBSON,  F.R.C.S.,  President,  in  the  Chair. 

Present  :  32  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society:— H.  J.  Robson,  M.R.C.S.,  Leeds;  H.  E.  White- 
head, M.R.C.S.,  London  :  B.  L.  Eastman,  M.D.,  New  York  ; 
J,  B.  Hellier,  M.D.,  Leeds ;  McGregor  Young,  M.B.,  Leeds* 

J.  W.  Williams,  M.R.C.S.,  was  proposed  for  election  to 
the  Fellowship  of  the  Society. 

A  Fibro-Myomatous  Uterus  removed  by  the  Com- 
bined Method,  viz.,  Pan-Hysterectomy.  By  F.  A. 
PURCELL,  M.D.,  Surgeon  to  the  Cancer  Hospital. 

Case  of  E.  W.,  a  married  woman,  aged  36,  admitted  to 
the  Cancer  Hospital,  December  29,  1896.  Suffered  from 
abdominal  pains  for  seven  or  eight  years,  and  also  great 
losses  at  menstrual  period.  These  symptoms  were  much 
worse  during  the  last  eighteen  months.  Pain  frequently 
shooting  down  the  legs.  Defaecation  and  micturition  inter- 
fered with,  the  latter  sometimes  not  being  under  control. 
No  swelling  of  the  legs.  No  emaciation.  No  previous 
severe  illness.  She  had  had  no  children,  nor  miscarriages  ; 
was  regular  up  to  the  beginning  of  the  present  illness. 

On  examination,  per  vaginam,  os  found  granular,  point- 
ing backwards;  a  solid  circumscribed  swelling  connected 
with  the  uterus  felt  through  the  abdominal  walls  and  in 
Douglas'  pouch.     Pan-hysterectomy  advised. 

January  16,  1897. — Patient  was  anaesthetised  by  ether. 
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the  abdomen  was  opened  in  the  middle  line,  the  broad 
ligaments  were  divided  in  siiii.  The  adnexae  remained 
adherent  to  the  uterus ;  a  iire-houchon  was  inserted  into  the 
uterine  myoma,  and  by  its  aid  the  tumour  was  drawn  out- 
side the  abdomen. 

Patient  was  then  raised  into  Trendelenberg's  position, 
when  the  anterior  peritoneal  flap  was  divided  across  above 
bladder  line  and  dissected  down  to  the  neck  and  os  ;  the 
posterior  flap  was  then  made.  The  vagina  was  entered  from 
behind  and  the  incision  carried  round  ;  in  doing  this  the 
uterine  artery,  first  on  one  side,  then  on  the  other,  was  cut, 
and  as  seen  spurting  was  seized  with  clamp  forceps ;  the 
tumour  was  freed  and  withdrawn.  The  uterine  arteries  were 
tied  with  ease,  these  ligatures  were  left  with  one  thread  long, 
all  the  other  ligatures  on  the  pelvic  stumps  were  cut  short. 

The  peritoneal  flaps  were  then  sutured  by  three  silk 
threads  in  the  manner  suggested  by  Mr.  Jessett ;  these  flap 
sutures  were  caught  by  a  long  pair  of  forceps  passed  up 
through  a  speculum  inserted  into  the  vagina,  and  drawn 
down,  as  also  the  ligatures  placed  on  the  uterine  arteries. 
The  serous  surfaces  of  the  peritoneal  flaps  were  thus  brought 
into  close  apposition.  Very  little  blood  was  lost.  The  pelvis 
was  cleaned,  and  the  patient  was  lowered  into  the  horizontal 
position.  The  abdominal  wound  was  closed  in  the  usual 
manner.  The  ligature  threads  and  the  flap  sutures  were 
drawn  down  taut  and  arranged,  and  the  vagina  was  loosely 
packed  with  iodoform  gauze.  There  was  no  hitch  in  the 
operation,  which  occupied  forty  minutes. 

The  three  flap  sutures  were  removed  on  the  fourth  day 
after;  the  vaginal  gauze  packing  was  very  slightly  soiled. 
The  bowels  were  moved  same  day  by  a  saline  draught, 
assisted  by  a  simple  enema.  Temperature,  which  had  risen 
to  loi*  F.,  fell  to  normal.  Urine  copious ;  slept  well  and 
complained  of  no  pain. 

January  28,  thirteenth  day. — Began  to  be  troubled  by  a 
slight  cough.  Temperature,  up  to  this  normal,  rose  to 
ioi'4*F.     No   vaginal  discharge.    Abdomen  flat.    Bowels 
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and  urine  normal.  Sleeps  well.  A  slight  embolism  of  right 
lung  denoted  by  crepitation. 

February  3,  nineteenth  day. — ^A  small  quantity  of  pus  was 
squeezed  out  of  one  of  the  suture  holes  in  the  abdomen. 
Stomach  flat.  Since  the  28th,  her  temperature  varied  be- 
tween 99*6°  and  ioo*6^  rose  this  morning  to  ioi*6*.  Bowels 
well  moved,  urine  plenty;  rdles  noticed  on  right  side  of 
chest ;  sleeps  well.  Afternoon,  2  p.m. — Patient  for  the  first 
time  complained  to  the  nurse  of  suffering  great  pain  in  her 
left  leg,  which,  on  being  examined,  was  found  swollen  and 
discoloured.  Nurse  at  once  reported  the  change,  and  Mr. 
Jessett,  who  was  in  the  hospital,  saw  her.  He  ordered  a 
solution  of  glycerine  and  belladonna  to  be  painted  along  the 
front  of  thigh  and  leg,  and  had  the  entire  leg  wTapped  up  in 
heated  cotton  wool,  and  hot-water  bags  placed  in  the  bed. 
Champagne  and  brandy  given,  and  a  carbonate  of  ammonia 
mixture.  Thrombosis  of  the  common  femoral  and  iliac 
vein  had  taken  place  suddenly. 

Evening,  6  p.m. — ^Temperature  fell  to  98**,  and  a  second 
pulmonary  embolism  supervening,  she  died  suddenly,  it 
being  the  nineteenth  day  after  operation.  No  post-mortem 
was  allowed. 

I  have  to  thank  my  house-surgeon,  Mr.  C.  Ryall,  for  his 
unremitting  care  of  the  case.  He  has  favoured  me  with  the 
following  description  of  the  specimen  : — "The  uterus  was 
generally  enlarged  and  the  walls  much  thickened.  Cavity 
dilated  and  irregular  ;  length  from  os  internum,  four  inches. 
Both  Fallopian  tubes,  but  especially  the  left,  were  tortuous, 
much  thickened  and  dilated.  In  the  posterior  uterine  wall 
was  a  large  circumscribed  tumour,  extending  through  the 
whole  thickness  of  the  uterine  wall  and  slightly  projecting 
from  the  peritoneal  surface  into  Douglas'  pouch.  Anteriorly 
were  found  distinct  tumours  lying  together,  beneath  the 
endometrium  and  projecting  into  the  uterine  cavity." 

It  is  to  be  hoped  that  undue  coagulability  of  the  blood 
could  be  recognised  and  remedied  and  thrombosis  thus 
prevented ;  perhaps  most  cases  of  spontaneous  thrombosis 
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were  chlorotic,  for  they  primarily  depended  on  the  con- 
dition of  the  blood  and  not  on  phlebitis.  No  examination 
of  the  blood  had  been  made. 

Dr.  Macpherson  Lawrie  (Weymouth)  congratulated 
Dr.  Purcell  on  the  success  of  the  operation  itself,  though 
the  result  was  unfortunate.  He  had  had  a  similar  case 
recently ;  the  patient  went  on  well  for  several  days,  then 
she  got  a  series  of  attacks  of  retching,  to  which  she  had 
been  subject  for  several  years,  and  in  one  of  these  attacks 
she  brought  up  a  large  quantity  of  blood,  and  died  in  a 
few  hours.  This  was  probably  accidental  as  far  as  the 
operation  itself  was  concerned. 

Dr.  Granville  Bantock  said  he  did  not  gather  why 
Dr.  Purcell  performed  this  particular  operation.  He  had 
been  himself  accustomed  to  perform  a  much  less  serious 
operation  in  similar  cases,  and  could  not  see  why  men 
resorted  to  such  a  severe  procedure  as  pan-hysterectomy. 
He  did  not  understand  that  this  patient  had  had  haemor- 
rhage, or  other  important  symptoms,  and  he  would  be 
glad  to  hear  that  there  was  justification  for  the  operation. 

Dr.  Elder  (Nottingham)  said  he  would  like  to  know 
why  enucleation  was  not  done  ;  judging  from  the  specimen 
and  photo,  this  would  have  been  possible,  without  the 
necessity  for  removing  the  whole  uterus. 

Dr.  Purcell,  in  reply,  said  that,  as  he  had  remarked  in 
his  notes,  this  patient  had  suffered  great  distress  from  troubles 
with  micturition  and  defaecation  as  well  as  from  haemor- 
rhage ;  she  was  consequently  in  a  weakened  condition.  As 
regards  enucleation,  it  would  have  been  necessary  to  greatly 
dilate  the  uterine  canal  to  even  discover  that  enucleation 
was  possible.  The  only  other  possible  operation  in  such  a 
case  was  Plan's  morcellement ;  but  the  tumour  here  was 
undoubtedly  too  large  to  admit  of  this.  The  vagina  being 
small  and  not  distendable,  the  woman  never  having  had  a 
child,  an  attempt  at  enucleation  or  removal  by  morcelle- 
ment was  out  of  the  question,  and  could  not  be  enter- 
tained ;  therefore  abdominal  hysterectomy  remained  the 
only  feasible  method. 
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Specimens. 

The  President  showed  a  specimen  and  read  the  notes 
of  a  case  in  connection  with  Mr.  N.  RadclifFe  Husband, 
M.R.C.S.  and  L.RC.R,  Hon.  Surgeon  to  the  Ripon 
Hospital,  of 

PoRRO's  Operation  for  Suppurating  Ovarian  Cyst 
Completely  Blocking  the  Pelvis. 

I  received  a  letter  from  my  friend  Mr.  Husband  on 
January  25,  1897,  saying  that  he  had  a  patient  advanced  in 
pregnancy  whose  pelvis  was  blocked  up  by  a  tumour. 

On  June  30  I  received  a  second  letter  to  say,  "At  a 
consultation  of  the  staff  of  the  hospital  this  morning  it 
was  the  wish  of  every  one  that  you  should  be  asked  to 
come  and  see  the  patient,  and  if  you  think  it  advisable 
perform  the  operation."  On  February  2  I  went  to  Ripon 
and  found  the  patient,  a  woman  of  23,  extremely  ill,  with 
a  rapid  pulse  and  a  temperature  of  103**.  She  had  had  a 
rigor  on  the  31st,  and  the  temperature  had  reached  105*. 
The  pulse  was  very  rapid,  the  abdomen  enormously  dis- 
tended, the  face  pinched  and  anxious,  and  the  condition 
generally  extremely  unsatisfactory.  A  pelvic  examination 
revealed  a  soft  tumour  present  in  the  pelvis,  and  as  high  as 
the  finger  could  reach  behind  the  pubes  could  be  felt  the 
OS  uteri.  The  foetal  heart  could  be  heard.  Delivery  per 
vias  naturales  was  manifestly  impossible,  and  the  patient 
if  left  must  certainly  die  as  well  as  her  child.  In  the 
presence  and  with  the  consent  of  the  whole  staff  of  the 
hospital,  all  the  members  being  present,  abdominal  section 
was  at  once  performed,  and  the  uterus  incised  by  a  vertical 
incision.  Mr.  Husband  grasped  the  edges  of  the  uterus  to 
prevent  bleeding,  and  I  extracted  the  child  and  handed  it 
over  to  Mr.  Collier.  I  then  passed  my  hand  behind  the 
uterus  and  drew  it  forward,  and  immediately  the  abdomen 
was  flooded  with  most  offensive  pus,  which  had  been  con- 
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fined  in  a  cavity  formed  by  intestines  above  by  the  uterus 
in  front,  and  by  the  ovarian  cyst,  itself  full  of  pus,  below. 
As  it  was  manifestly  unsafe  to  perform  Caesarian  section  I 
passed  the  wire  of  a  serre-nceud  around  the  uterus  as  low  as 
I  could  safely  go  after  detaching  adherent  omentum  and 
intestine,  and  amputated  the  uterus  and  the  ovarian  tumour 
together,  as  shown  in  the  specimen.  I  then  washed  out 
the  abdomen  with  hot  boracic  lotion,  and  sutured  the 
wound  in  the  ordinary  way,  leaving  a  long  glass  tube  in 
the  pelvis.  I  have  not  seen  the  patient  since,  but  have 
had  regular  reports  from  Mr.  Husband,  to  whose  skill  in 
the  after  treatment  the  patient's  recovery  is,  in  a  great 
measure,  due.  The  drainage  tube  was  removed  the  next 
day.  The  wire  of  the  serre-nceud  came  off  early,  soon  after 
the  week,  and  the  stump  was  kept  dry.  The  chart  shows 
that  the  temperature  fell  to  normal  immediately  and  re- 
mained so.    Both  mother  and  child  are  now  well. 

Discussion  on  Dr.  Beatson's  Method  of  Treatment 
OP  Inoperable  Carcinoma. 

Mr.  Armstrong  (Buxton)  said  that  he  had  been  invited 
some  time  ago  to  make  a  communication  to  the  Society  on 
what  he  had  seen  in  Glasgow  of  Dr.  Beatson's  method  of 
treating  carcinoma,  and  being  much  impressed  with  the 
principles  involved,  he  expressed  his  willingness  to  comply, 
and  the  more  so,  that  he  had  been  much  struck  by  the 
candid  and  scientific  attitude  of  Dr.  Beatson  himself  with 
reference  to  the  cases  treated  by  this  method,  and  the  deduc- 
tions to  be  made  from  them.  Before  the  meeting,  the 
President  and  Council  invited  Dr.  Beatson  to  come  up  to 
join  in  the  discussion ;  and  as  they  had  the  pleasure  of 
Dr.  Beatson's  presence  that  evening,  he  felt  sure  that  he 
could  not  do  better  than  to  simply  explain  to  the  Fellows 
how  it  was  that  he  came  to  be  introducing  the  discussion, 
and  to  leave  in  the  more  capable  hands  of  Dr.  Beatson  the 
task  of  explaining  the  principles  of  the  treatment,  and  the 
results  obtained  by  it  up  to  the  present  time. 
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Dr.  Beatson  (Glasgow)  said  that  when  he  received  from 
Dr.  Armstrong  the  invitation  of  the  Council  he  at  first 
hesitated,  because  he  thought  that  it  might  seem  as  if  he  had 
something  fresh  to  communicate ;  at  the  same  time,  he  felt 
that  after  a  paper  such  as  he  had  written  on  the  subject,  he 
ought,  if  called  upon,  to  appear  to  explain  his  method  in 
further  detail.  In  the  first  case  to  which  Dr.  Armstrong  had 
referred,  the  mamma,  axillary  glands,  and  part  of  the 
pectoral  muscle  had  been  removed  and  found  to  be 
cancerous ;  three  months  later  the  disease  again  manifested 
itself,  and  the  case  was  considered  hopeless  fdr  operation. 
Thyroid  was  given  to  a  physiological  extent,  but  in  vain. 
The  tubes  and  ovaries  were  then  removed,  and  the  thyroid 
again  pushed.  In  little  more  than  two  months  she  was  much 
improved  ;  in  five  months  the  malignant  tissue  had  become 
yellow  and  fatty,  and  in  six  it  had  gone  ;  now,  at  the  end  of 
twenty-one  months,  the  tissues  were  sound  and  the  woman 
was  in  good  health.  The  value  of  the  case  to  him  was  that  it 
seemed  to  throw  some  light  on  the  nature  of  carcinoma,  and 
the  only  question  was  as  to  the  right  of  interpretation  of  the 
facts  of  the  case.  In  the  early  stages  cancer  was  a  mysterious 
disease  ;  in  the  later  stages  it  was  not  so,  because,  thanks  to 
the  labours  of  pathologists,  its  course  had  become  tolerably 
well  known.  They  were  all  agreed  that  carcinoma  is  an 
epithelial  formation,  that  it  spreads  locally  and  at  a  distance, 
that  it  breeds  true,  and  eventually  proves  fatal.  These  points 
they  need  not  discuss.  The  three  points,  as  he  thought,  to 
be  considered  were  : — (a)  The  possible  mode  of  origin  of 
the  epithelial  cancer  cells ;  (6)  The  relation  of  the  cancer 
cells  to  surrounding  tissues ;  (c)  The  exciting  cause  of  the 
cell  proliferation,  (a)  The  origin  of  the  cancer  cells.  Did 
these  cells  come  from  the  normal  epithelium  of  the  part,  or 
had  they  an  independent  origin  ?  The  view  held  in  Glasgow 
was  that  the  normal  cells  of  the  part  became  gradually  trans- 
formed to  cancer  cells,  i.e,,  it  seemed  that  the  epithelium  of 
the  part  had  taken  on  a  special  action,  whereby  area  after 
area  was  by  degrees  invaded.     In  short,  according  to  this 


Discussion  on  Inoperable  Carcinoma.  25 

view,  cancer  was  a  local  infection.  The  value  of  recurrent 
and  secondary  growths  and  nodules  was  that  they  gave  an 
idea  as  to  the  origin  of  the  growth.  To  take  the  case  of  a 
cancer  of  the  liver,  secondary  to  cancer  of  the  breast,  they 
found  that  the  breast  cells  had  become  transplanted  in  the 
liver,  while  there  was  no  proliferation  of  the  liver  cells  them- 
selves. Now,  if  the  whole  growth  in  the  liver  had  arisen 
from  the  proliferation  of  a  cell  implanted  there  from  else- 
where, why  might  not  such  a  process  have  been  at  work  in 
the  first  place  ?  In  other  words,  it  might  be  held,  not  that 
the  proliferation  of  the  epithelium  in  the  primary  growth 
was  a  sign  of  a  starting  rebellion  in  the  tissues,  but  rather, 
that  it  was  an  indication  of  a  protective  process  in  view  of 
impending  danger,  a  measure  of  defence  against  the  hostile 
cells  which  were  advancing  to  the  destruction  of  the  tissues 
locally,  and  of  the  body  at  large,  (fe)  The  relation  of  the 
cancer  cells  to  the  surrounding  tissues.  There  was  an  idea 
new  growths  have  an  independent  existence ;  yet  each 
element  of  such  growths  was  dependent  for  its  existence  on 
nutrition  supplied  by  the  surrounding  tissues.  He  would 
glance  at  these  nutritive  conditions.  In  the  masses  of 
epithelial  cells  of  a  fast-growing  carcinoma  they  found  no 
blood  vessels ;  therefore,  the  growth  must  be  nourished  by 
surrounding  lymph  and  by  neighbouring  cells  ;  from  this  he 
concluded  that  carcinoma  cells  must  live  on  these  neigh- 
bouring cells.  This  view  explained  the  fact  that  some 
tissues  were  very  resistant  to  cancer ;  some  tissues  formed 
better  pabulum  than  others;  of  course,  in  any  case,  the 
growth  must  eventually  depend  on  the  lymph  for  its 
nourishment.  At  the  periphery  of  the  growth  the  best 
pabulum  was  found,  and  the  lymph  was  most  abundant ; 
the  original  cells  were  there  found  degenerate,  and  the 
growth  of  the  tumour  was  rapid.  These  considerations 
also  explained  the  different  course  of  carcinoma  in  different 
people.  In  the  central  parts  of  the  growth,  owing  to  lack  of 
nourishment,  the  cancer  cells  tended  to  break  down,  with 
a  fatty,  hyaline  or  mucoid   degeneration  ;    and   the   oldest 
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portions  were  in  consequence  inert.  One  of  the  most 
interesting  cases  from  this  standpoint  was  one  related  by 
Coats,  in  which  the  tissues  were  reduced  to  a  mass  of 
degenerate  cells,  but  no  actual  new  growth  was  found  in  the 
secondary  emboli  and  thrombi,  (c)  The  exciting  cause  of 
the  cellrproliferation.  An  answer  to  this  question  would 
give  the  key  to  the  whole  position ;  and  here  they  entered 
into  the  realms  of  speculation.  The  most  recent  explana- 
tion was  the  parasitic  theory.  This  he  could  not  endorse, 
as  he  did  not  consider  it  to  be  proved.  A  second  explana- 
tion was  Cohnheim's  theory  of  the  inclusion  of  epithelial 
cells.  A  third  explanation  was  based  on  Goodsir's  paper 
on  nutritive  centres.  Goodsir  held  that  every  organ  had 
a  nutritive  centre  in  the  shape  of  a  few  cells,  which 
normally  disappear  after  they  have  done  their  work,  and 
which,  if  they  persist,  may  give  rise  to  new  growths. 
The  whole  paper  was  very  suggestive.  He  had  ventured 
to  put  forward  another  theory,  that  the  explanation  was 
to  be  found  in  the  supposition  that  the  cancer  growth 
was  due  to  a  return  on  the  part  of  the  cells  of  the  growth 
to  the  activity  of  the  germinal  epithelium.  In  all  cells 
there  was  a  certain  reproductive  power,  which  became 
lessened  by  the  specialisation  of  the  cells ;  but  after  this 
specialisation  subsided,  the  reproductive  activity  might  re- 
awaken, though  they  did  not  know  what  was  the  poten- 
tiality of  cells  with  regard  to  their  reproductive  power.  It 
had  seemed  to  him  possible  that  in  the  case  of  the  breast 
actual  germinal  cells  might  be  present,  derived  from  the 
ovary.  But  in  any  case  the  influence  of  ovaries  and  testes 
on  local  cell-activity  was  well  known,  as  illustrated  by  the 
growth  of  the  antlers  of  the  stag. 

What,  then,  was  the  explanation  of  the  cases  to  which 
Dr.  Armstrong  had  referred  ?  Two  suppositions  could  be 
offered :  (i)  that  it  was  possible  to  influence  the  proliferation 
of  the  cancer-cells  ;  (2)  that  it  was  possible  to  influence  the 
tissues  in  which  they  lived.  If  cancer  started  from  a  single 
cell,   probably  it  would   not   be  possible  after  a  time  to 
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influence  the  growth  itself.  If,  on  the  other  hand,  the 
change  was  one  from  normal  to  abnormal  epithelium,  it 
would  be  susceptible  of  greater  influence,  by  acting  on 
the  surrounding  tissues.  The  treatment  of  osteomalacia 
by  removal  of  the  ovaries  showed  that  such  an  influence 
could  be  brought  to  bear;  and  so  also  in  dealing  with 
cancer,  the  removal  of  ovaries  or  testes  might  exercise  a 
marked  influence  on  the  growth.  Further,  he  believed 
that  in  thyroid  extract  they  had  an  important  auxiliary 
substance.  The  nature  of  its  action  was  not  known, 
beyond  this,  that  it  appeared  to  modify  the  lymphatic 
elements  and  channels ;  and  it  was  through  these  channels 
that  the  spread  of  cancer  occurred.  The  action  of  th)rroid 
extracts  on  lymph  channels  and  spaces  was  seen  in  the  case 
of  myxcedema  and  lupus.  He  believed,  therefore,  that  by 
the  removal  of  the  ovaries  and  by  the  administration  of 
thyroid  extract  it  was  possible  to  considerably  modify  the 
cancer  process.  In  the  cases  quoted  it  was  evident  that  the 
cancer  first  lost  its  vascularity,  then  became  fatty,  and  finally 
disappeared,  whilst  the  tissues  reverted  to  the  condition  of  a 
healthy  scar.  Since  the  first  series  of  cases,  he  had  treated 
other  cases  in  the  same  way,  including  five  breast  cancers, 
but  in  not  one  of  the  latter  had  there  been  success.  In  the 
first  the  right  breast  had  been  removed  ;  her  condition  was 
very  unfavourable,  but  he  first  gave  the  thyroid  extract,  then 
removed  the  ovaries.  For  a  month  there  was  improvement, 
especially  in  the  direction  of  freer  movement  and  diminished 
pain.  Then  she  became  worse,  and  died  of  secondary  de- 
posits in  the  liver.  In  the  second  case  the  left  breast  had 
been  removed  ;  there  was  recurrence.  The  same  treatment 
was  adopted  as  in  the  previous  case,  and  for  five  months 
she  was  better,  after  which  the  course  was  as  in  the  first 
case.  The  other  three  cases  were  somewhat  similar  ;  so  that 
he  was  forced  to  the  conclusion  that  after  the  growth  had 
reached  a  certain  point  the  treatment  was  useless.  Then 
he  tried  it  in  cases  of  uterine  cancer.  There  was  certainly 
less  haemorrhage  and. destruction  of  tissues  afterwards  ;  but 
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one  died  of  surgical  kidney,  one  of  involvement  of  the 
ureters,  and  two  others,  though  still  alive,  were  not  much 
better.  His  observations  were  all  in  favour  of  early  and 
wide  removal  of  cancer,  but  the  results  of  such  early 
removal  supported  his  theory.  After  removal,  if  recur- 
rence took  place,  the  removal  of  the  ovaries  and  tubes 
might  be  tried  if  the  patient  were  young ;  if  near  the 
menopause  he  should  try  the  thyroid  treatment,  and 
remove  the  ovaries,  but  if  secondary  deposits  had  occurred 
he  thought  further  treatment  useless.  He  had  brought  these 
cases  forward  not  to  boast  of  them,  but  to  see  if  any  light 
could  be  thrown  on  the  subject,  for  he  had  kept  an  open 
mind  in  the  matter. 

The  President  said  that  the  Society  was  much  indebted 
to  Dr.  Beatson  for  his  lucid  and  honest  exposition  of  his 
views.  Such  work  was  valuable,  even  if  the  results  were 
not  entirely  encouraging.  They  were  all  agreed  that  early 
and  wide  removal  of  cancer  was  the  proper  treatment,  and 
he  was  glad  to  hear  that  Dr.  Beatson  thought  so  too.  Dr. 
Beatson's  remarks  were  well  worth  thinking  over,  and  it 
might  certainly  be  worth  while  in  some  cases  to  adopt  the 
treatment.  He  would  ask  Mr.  Marmaduke  Sheild  to  give 
them  his  views,  with  special  reference  to  the  value  of 
Coley's  fluid. 

Mr.  Marmaduke  Sheild  observed  that  he  was  not 
aware  before  he  came  that  the  discussion  was  to  include  a 
consideration  of  the  nature  and  origin  of  cancer.  On  this 
point  they  were  still  in  absolute  ignorance.  A  discussion 
took  place  at  the  Pathological  Society,  twenty  years  ago,  on 
this  subject,  and  though  it  was  characterised  by  exceptional 
eloquence,  it  imparted  very  little  exact  knowledge.  He 
endorsed  the  President's  remarks  in  thanking  Dr.  Beatson 
for  his  honesty  in  bringing  forw^ard  his  failures  as  well  as  his 
successes,  and  his  observations  were  highly  suggestive.  As 
regards  the  spread  of  cancer  from  a  focus,  they  still  did  not 
know  how  soon  constitutional  infection  took  place  ;  for 
instance,  in  cancer  of  the   breast,  an  extensive  operation 
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might  be  undertaken,  while  secondary  deposits  had  already 
occurred.  This  was  a  blot,  if  there  were  one,  in  Halstead's 
results ;  his  cases  were  not  free  from  metastatic  deposits, 
and  very  little  that  they  could  do  would  enable  them  to 
foresee  this  complication.  He  was  sorry  that  Dr.  Beatson 
had  both  given  thyroid  and  removed  the  ovaries,  for  it  was, 
in  consequence,  difficult  to  gauge  the  effect  of  either 
measure.  As  regards  thyroid  extract,  he  had  seen  a  good 
deal  of  its  use  in  diseases  of  the  skin  :  its  action  was  to 
cause  much  depression  of  the  circulation  and  of  the  vital 
powers,  and  he  had  known  patients  to  be  much  depressed  in 
consequence.  The  checking  of  the  circulation  might  have 
had  some  effect  on  the  cancer  growth.  As  regards  the 
removal  of  the  ovaries,  it  was  to  be  noted  that  cancer 
generally  occurred  at  or  about  the  menopause,  when  the 
ovaries  ceased  to  be  active ;  but  it  seemed  to  him  that  it 
might  be  logical  to  remove  the  ovaries  in  the  case  of  younger 
women,  especially  because  cancer  growth  was  always  much 
more  rapid  in  such  cases,  and  any  treatment  that  offered  a 
chance  of  checking  this  rapidity  might  very  properly  be  tried. 
Such  oi>erations  should  only  be  done  after  grave  con- 
sideration. They  were  only  too  likely  to  be  abused.  In 
this  connection  it  was  a  very  remarkable  fact  that  in  the  case 
of  the  male,  removal  of  the  testes  was  generally  followed  by 
hypertrophy  of  the  breasts ;  this  was  an  instance  of  how 
little  they  knew  of  the  conditions  of  growth.  It  was  a  well- 
known  plan  of  cancer-curers  to  treat  by  means  of  a  milk  diet, 
and  to  depress  the  system  by  free  purgation  ;  by  this  means 
retrogression  of  the  growth  could  sometimes  be  secured.  An 
illness  sometimes  had  the  same  effect,  and  he  had  seen 
several  instances.  Thus,  he  had  a  case  in  which  secondary 
nodules  were  present ;  the  patient  became  ill  with  pulmonary 
congestion  running  on  to  pneumonia.  She  took  very  little 
food,  and  when  she  recovered  from  her  lung  troubles  the 
nodules  had  all  disappeared ;  but  within  three  months  the 
growth  returned,  and  she  died.  The  natural  vagaries  of  the 
disease  were  very  peculiar,  a  fact  which  they  only  could 
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appreciate  who  had  seen  a  good  deal  of  carcinoma,  and  this 
made  it  difficult  to  trace  the  effect  of  any  particular  drug. 
This  led  him  to  make  a  few  remarks  about  Coley's  fluid.  His 
experience  had  not  been  very  large,  but  he  had  read  other 
people's  cases.  He  had  used  it  himself  only  in  four  cases — 
two  of  carcinoma  and  two  of  sarcoma.  Coley's  fluid  was  a 
preparation  derived  from  a  cultivation  of  streptococci  and 
bacillus  prodigiosus ;  the  cultivation  was  filtered  and  treated 
so  as  to  give  a  sterile  fluid.  The  idea  was  derived  from  an 
observation  of  Fehleisen,  that  certain  growths  disappeared 
under  an  attack  of  erysipelas.  His  observation  had  been 
confirmed  by  others.  But,  on  the  other  hand,  the  reverse 
might  occur,  and  he  had  himself  known  two  cases  at  St. 
George's  Hospital,  where  erysipelas  attacked  an  ulcerating 
carcinoma  of  the  breast,  with  a  fatal  result,  and  this  was 
a  point  to  be  borne  in  mind.  His  four  cases  with  Coley's 
fluid  were  as  follows : — (i)  Recurrent  carcinoma  of  the 
breast :  he  injected  with  three  minims  of  Coley's  fluid  on 
six  occasions  ;  but  it  made  the  patient  very  ill,  and  she  would 
not  go  on  with  the  treatment.  (2)  A  tumour  of  the  breast, 
with  the  clinical  characters  of  scirrhus.  She  would  allow  of 
no  operation ;  electricity  had  been  tried.  He  injected  her 
four  times,  but  it  made  her  very  ill,  and  she  would  have  no 
more.  (3)  Sarcoma  of  the  thigh.  The  growth  increased 
and  broke  down,  and  masses  soon  appeared  in  the  abdomen. 
(4)  Also  a  case  of  sarcoma.  The  nodules  disappeared  under 
the  injections,  but  apparently  from  necrosis  ;  they  were  not 
absorbed.  The  patient  died  of  pyaemia,  and  general  deposits 
were  found  in  the  body,  the  organism  being  the  staphylo- 
coccus ;  therefore,  the  patient  was  probably  destroyed  by 
the  necrosis  of  the  tissues.  Butlin  had  found  it  of  limited 
use  in  sarcoma,  but  useless  for  carcinoma.  In  saying  this, 
he  did  not  wish  to  cast  aspersions  on  Coley's  treatment ;  for 
in  such  desperate  cases  any  rational  remedy  ought  to  be 
tried.  Coley  himself,  in  his  last  letter,  said  he  limited  its 
use  to  spindle-celled  sarcomata.  This  remarkable  form  of 
sarcoma  was  very  apt    to    retrogress,  especially  when    it 
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became  inflamed,  and  Coley's  fluid  might  act  here  by  setting 
up  inflammation,  and  he  believed  that  a  similar  effect  might 
follow  the  injection  of  tuberculin,  or  any  similar  substance. 
For  his  part,  he  thought  that  Coley's  fluid  might  prove  of 
value  in  some  cases  of  sarcoma ;  but  he  did  not  think  it 
would  be  of  any  service  in  carcinoma.  In  conclusion,  he 
would  express  the  hope  that  if  Dr.  Beatson  had  any  further 
opportunities  of  testing  his  method,  he  would  try  the  two 
plans  separately. 

The  discussion  was  then  adjourned  to  the  next  meeting 
on  the  motion  of  Dr.  Bantock,  seconded  by  Mr.  Jessett. 
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Thursday,  April  8,  1897. 

Dr.   GRANVILLE  BANTOCK,  Vice-President,  in  the  Chair. 

Present  :  32  Fellows  and  Visitors. 
J.    W.    Williams,    M.R.C.S.,    L.R.C.P.,     Gospel     Oak, 
London,  was -elected  a  Fellow  of  the  Society. 

Specimens. 

Mr.  Skene  Keith  showed  a  small  ovarian  cyst  of  over 
six  years'  growth.  It  was  first  discovered  by  Dr.  Carmichael, 
of  PoUockshiels,  as  the  patient  had  been  married  three  years 
and  was  sterile.  Six  years  afterwards  she  became  pregnant, 
and  operation,  which  was  previously  declined,  was  insisted 
upon,  as  the  cyst  filled  the  pelvis,  and  would  have  prevented 
delivery.  The  cyst  was  unilocular,  and  was  a  true  cyst  of 
the  ovary. 

A  Case  of  Ectopic  Gestation  mtith  Tubal  Rupture. 
By  F.  A.  PuRCELL,  M.D.,  MCh.,  Surgeon  to  the  Cancer 
Hospital. 

This  case  is  interesting,  inasmuch  as  the  patient  had 
laparatomy  twice  performed  within  six  months  for  tubal 
haemorrhage. 

Mrs.  Sarah  K.,  aged  26,  mother  of  one  child  aged  3  years. 
She  had  had  no  miscarriages;  had  always  been  regular, 
rather  copious ;  being  a  healthy-looking,  well-built  woman, 
although  slight. 

Admitted  to  the  Cancer  Hospital  (on  the  first  occasion) 
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August  20,  1896.  She  then  complained  of  great  abdomi- 
nal pains,  and  stated  that  about  six  weeks  previously,  when 
in  the  act  of  retching,  she  was  seized  with  sudden  pain  in 
her  left  iliac  region,  which  was  accompanied  by  sickness, 
lasting  all  the  same  day ;  pain  was  worse  after  any  exertion 
and  towards  the  end  of  the  day. 

On  being  examined,  by  abdominal  and  rectal  palpation, 
and  careful  vaginal  palpation,  an  elastic  swelling  was  located 
in  the  right  iliac  region,  with  fulness  in  the  right  lateral 
vaginal  fornix,  and  in  Douglas'  pouch. 
Diagnosis. — Right  tubal  mischief. 

August  29,  the  patient  being  anaesthetised,  the  abdomen 
was  opened  in  the  middle  line.  On  laying  open  the  peri- 
toneum, clots  of  black  blood  welled  up  through  the  wound ; 
coagulated  blood  filled  the  abdomen  and  pelvis  ;  this  was 
baled  out  with  the  hand  and  sponges.  The  right  Fallopian 
tube  was  found  much  distended  and  elongated,  the  fimbriae 
were  greatly  hypertrophied,  and  the  tubal  ostium  was  dilated, 
holding  in  situ  a  blood  clot  about  the  size  of  one's  thumb. 
The  tube  and  ovary  were  removed,  the  pelvis  was  dry 
cleaned,  and  the  abdominal  wound  closed. 

Patient  began  to  menstruate  on  the  fourth  day  after 
operation  ;  this  continued  a  normal  duration.  She  made  an 
uninterrupted  recovery,  and  left  hospital  September  26, 
1896.  The  specimen  unfortunately  got  lost.  The  question 
arises  whether  an  ovum  had  been  expelled,  and  lost  in 
the  clots,  or  whether  it  was  a  case  of  recurrent  tubal 
haemorrhage  ? 

It  may  be  remarked  that  her  periods  had  not  ceased. 
On  January  29,  1897,  she  was  admitted  on  the  second 
occasion.  Fifteen  days  previously  (January  12)  she  pre- 
sented herself  at  the  out-patient  department,  saying  she 
was  fourteen  days  over  her  time,  having  menstruated 
December  i — 5,  and  that  she  suffered  pains.  As  she  had 
always  been  regular,  she  suspected  pregnancy.  At  her 
home,  on  January  25,  she  was  taken  with  such  violent 
sickness  and  extreme  abdominal  pain,  especially  in  her  left 
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iliac  region,  that  she  fainted.  Her  doctor  was  sent  for,  and 
he  applied  restoratives  and  sinapism  to  the  epigastrium. 
She  was  brought  to  the  hospital  on  January  29  in  a  very 
collapsed  condition,  and  as  if  dying;  restoratives  were 
given  and  she  gradually  improved.  She  had  a  slight  show 
the  day  after  admission. 

On  examination,  by  abdominal  and  rectal  as  also  vaginal 
palpation,  a  swelling  was  felt  in  the  left  iliac  and  pelvic 
region,  painful  on  pressure ;  the  solid  substance  extended 
from  the  middle  line  to  the  left,  as  if  the  fundus  was  pressed 
over,  and,  though  somewhat  fixed,  moved  with  the  uterus ; 
the  sound  passed  2f  inches  into  the  uterus ;  the  ovary  could 
be  recognised. 

Diagnosis. — A  ruptured  tubal  pregnancy.  She  was  kept 
in  bed  and  gradually  improved,  no  change  taking  place  in 
the  swelling,  which  was  painful  on  even  slight  pressure. 

February  27. — She  was  anaesthetised,  and  left  lateral 
laparotomy  performed.  The  fundus  and  anterior  surface 
of  the  uterus  was  covered  by  a  large  clot  of  organised 
blood,  very  adherent;  the  clot  spread  across  to  the  right 
side  between  bladder  and  uterus,  and  was  closely  attached 
to  the  caecum ;  adhesions  with  the  parietal  peritoneum  had 
to  be  broken  down.  The  tube  was  greatly  distended ;  rup- 
ture had  taken  place  at  its  inferior  border,  close  to  the 
uterus.  In  lifting  the  tube  between  the  fingers  it  burst 
above,  and  the  contained  mole  got  squeezed  out.  The  tube 
and  ovary  were  removed.  The  organised  blood  clot  was 
then  peeled  off  the  uterus  and  its  other  attachments.  The 
surface  of  the  uterus  oozed  blood  rather  freely.  Sponges 
wrung  out  of  boiling  water  were  applied,  with  very  little 
effect  in  arresting  the  bleeding;  this  was  followed  by 
applying  tincture  of  matico,  which  had  the  desired  effect. 
The  pelvis  was  dry  cleaned,  and  abdominal  wound  closed. 
A  Tait's  glass  drainage  tube  was  lodged  in  Douglas'  pouch. 
Patient  made  an  uninterrupted  recovery.  (The  specimen, 
as  also  a  photograph  of  it,  showed  the  mole  divided  in  two, 
the  foetus  lying  at  full  length  in  its  membrane.)    The  tube 
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was  too  much  disorganised  to  admit  of  a  preparation  being 
made.  Attention  was  drawn  to  the  organisation  and  appa- 
rent encapsulation  of  the  intra-peritoneal  blood  effused,  and 
the  difl&culty  experienced  in  peeling  it  away. 

Remarks.  —  It  is  to  the  teachings  and  writings  of 
Mr.  Lawson  Tait  that  we  are  principally  indebted  for  the 
recognition  and  diagnosis  of  ectopic  gestation,  and  for 
his  method  of  treatment.  In  the  Bulletin,  November  and 
December,  1896,  Dr.  Kelly,  of  the  John  Hopkins  Hospital 
(whose  name  and  general  work  are  not  unknown  to  the 
Fellows  of  the  Gynaecological  Society),  records  that 
heretofore  his  practice  had  always  been,  whenever  extra- 
uterine pregnancy  was  recognised,  whether  ruptured  or 
unruptured,  to  perform  laparotomy  at  once.  He  now 
operates  as  follows  : — "  After  an  accurate  diagnosis,  outlining 
the  sac  and  its  relations  by  abdominal  and  rectal  palpa- 
tion, and  after  careful  vaginal  palpation  to  determine  the 
proximity  of  the  sac  to  the  upper  vaginal  wall,  a  point  is 
located  behind  the  cervix  in  the  vaginal  fornix  close  to  the 
sac,  he  plunges  a  pair  of  sharp  scissors  upwards  in  the 
direction  of  the  pelvic  axis.  The  scissors  are  then  opened, 
and  the  opening  widened  by  withdrawing  them  with  the 
blades  open.  .  He  then  inserts  two  fingers  to  clean  out  the 
sac,  and  brings  everything  away,  down  to  the  shell  of  the 
sac  and  surrounding  adhesions ;  in  one  case  he  brought  out 
a  well-defined  Fallopian  tube  cast 

"  Irrigation  follows,  after  which  the  sac  is  plugged  with 
gauze,  which  is  left  in  for  several  days,  and  then  the  wound 
is  washed  out  daily  until  it  closes. 

"  In  one  of  his  cases  when  cleaning  out  the  sac,  haemor- 
rhage was  so  active  that  he  had  to  open  the  abdomen 
and  extirpate  the  sac,  but  in  his  experience,  he  says  that 
this  is  not  imminent.  Another  danger  is  that  the  sac  may 
rupture  into  the  abdominal  cavity,  as  the  walls  in  some 
cases  are  quite  thin. 

"He  regards  the  operation  as  especially  satisfactory  in 
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that  the  patient  has  simply  been  relieved  of  the  abnormal 
products  without  losing  any  normal  pelvic  structures,  and 
his  plan  is  not  only  an  important  departure  in  the 
treatment  of  ectopic  pregnancy,  but  also  as  an  index  of 
the  line  of  progress  in  the  general  domain  of  gynae- 
cology." 

The  dangers  are  many.  Anyone,  therefore,  who  under- 
takes vaginal  puncture  must  be  prepared  to  perform 
laparotomy. 

In  discussing  this  case,  Dr.  Bantock  said  that  there 
were  several  points  of  interest  in  it,  and  especially  in  the 
concluding  remarks.  It  was  a  pity  that  the  specimen 
from  the  first  operation  had  not  been  more  carefully 
examined ;  the  fimbriated  end  of  the  tube  was  open, 
and  seemed  to  show  that  it  was  a  case  of  haemorrhage 
into  the  tube  and  escape  of  the  blood  into  Douglas' 
pouch.  As  regards  Kelly's  operation,  he  was  not  prepared 
to  give  his  adhesion  to  it.  When  they  had  an  opportunity 
of  examining  a  ruptured  tube  in  all  it  bearings,  such  as 
was  afforded  by  an  abdominal  section,  it  seemed  to  him 
a  retrograde  step  to  operate  tlirough  the  vagina ;  and, 
indeed,  one  of  Kelly's  cases  had  to  be  opened  after  all 
through  the  abdomen,  showing  that  the  vaginal  method 
was  not  devoid  of  extra  danger.  The  diagnosis  of  tubal 
pregnancy  before  rupture  was  not  easy,  and  moreover 
the  patient  usually  did  not  seek  advice  till  rupture  had 
occurred ;  therefore  Kelly's  rule  that  all  cases  should  be 
operated  on  even  before  rupture  was  not  one  that  he  thought 
could  be  followed,  except  very  rarely. 

Dr.  J.  J.  Macax  asked  if  he  had  rightly  understood 
Dr.  Purcell  to  say  that  there  had  been  a  previous  ectopic 
pregnancy  in  this  case,  not  ascertained  at  the  time  ?  In 
Schmidt's  "Jahrbucher"  there  was  a  description  of 
eighteen  cases  of  tubal  pregnancy  occurring  in  the 
Copenhagen  Hospital,  and  the  author  stated  that  in  two 
of    the   eighteen   there   had    been   a   previous   tubal   preg- 
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nancy.  Another  article  in  the  same  number  gave  an 
account  of  nineteen  collected  cases  of  double  tubal 
pregnancy. 

Mr.  F.  BOWREMAN  JESSETT  thought  that  the  main 
interest  in  the  case  lay  in  the  fact  that  the  second  opera- 
tion followed  so  soon  after  the  first.  He  thought  Dr. 
Purcell  was  to  be  congratulated  on  the  case,  because  there 
was  a  great  deal  of  haemorrhage  besides  the  tubal  preg- 
nancy, and  the  operation  must  have  been  very  difficult 
in  consequence.  He  thought  Kelly's  principle  was  open 
to  question  on  account  of  the  difficulty  in  diagnosing 
tubal  pregnancy  before  rupture ;  in  fact,  he  might  say 
that  it  was  impossible.  The  puncture  for  diagnosis  was, 
in  his  opinion,  a  justifiable  procedure  in  some  doubtful 
cases  ;  he  had  employed  it  in  two  cases.  One  was  thought 
to  be  a  haematocele ;  he  punctured  and  found,  not  blood, 
but  pus.  The  patient  had  had  one  tube  and  ovary  re- 
moved some  time  previously ;  and  in  the  pus  sac  he 
found  a  double  silk  ligature.  If  this  case  had  been 
opened  by  the  abdomen  she  would  probably  have  died. 
The  second  case  was  one  in  which  he  had  done  a  supra- 
vaginal amputation  of  the  cervix;  she  developed  haema- 
tometra,  and  then  a  swelling  in  the  pouch  of  Douglas. 
He  punctured  and  found  a  haematocele.  The  patient 
recovered. 

Dr.  Purcell  could  not  say  if  there  was  tubal  pregnancy 
at  the  time  of  the  first  operation ;  the  patient  had  been 
regular  for  three  years,  and  so  there  was  no  suspicion 
of  pregnancy.  The  tube,  however,  contained  a  clot, 
which  was  not  organised;  he  should  call  it  recurrent 
tubal  haemorrhage.  He  was  not  prepared  to  endorse 
Kelly's  procedure,  whether  before  or  after  rupture  was 
diagnosed. 

The  diagnosis  of  tubal  pregnancy  is  undoubtedly  difficult. 
In  puncturing,  as  described  for  ruptured  tubal  pregnancy, 
the  dangers  are  many,  and  it  cannot  be  recommended  ;  in 
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abscess  cases,  on  the  other  hand,  it  is  the  best  method  of 
practice  and  one  to  be  followed. 

Dr.  J.  A.  Shaw  Mackenzie  observed  that  there  was 
no  improbability  of  extra  -  uterine  gestation  occurring  a 
second  time  in  the  same  tube.  Dr.  Benington  had  shown 
a  specimen  of  that  kind  before  the  Society,  and  Whit- 
ridge  Williams  had  recorded  a  case.  If  gestation  occurred 
in  the  outer  part  of  the  tube,  the  fimbriated  end  became 
closed,  and  a  second  pregnancy  could  not  occur,  other- 
wise a  second  gestation  was  not  impossible,  though  it 
was  rare. 

Adjourned  Discussion  on  Dr.  Beatson's  Method 
OF  Treatment  of  Inoperable  Carcinoma. 

Dr.  Bantock  said  that  the  addresses  at  the  previous 
meeting,  from  Dr.  Beatson  and  Mr.  Marmaduke  Sheild, 
were  two  of  the  most  interesting  he  had  heard.  The  subject 
also  was  one  of  the  greatest  interest,  and  any  light  that  could 
be  thrown  upon  it  was  welcome.  He  would  not  enter  upon 
the  speculative  questions  as  to  the  origin  of  cancer  cells  and 
their  relation  to  surrounding  tissues ;  he  had  seen  no 
evidence  to  justify  the  idea  that  an5rthing  definite  had  been 
arrived  at  on  these  points.  But  coming  to  the  question  of 
treatment,  they  were  on  firmer  ground.  And  here,  in  the 
first  place,  he  congratulated  the  Society  on  a  speech  showing 
the  candour  and  honesty  evidenced  by  Dr.  Beatson's  re- 
marks. He  felt  he  must  take  Mr.  Sheild's  view  that  it  was  a 
pity  that  in  the  first  remarkable  case  both  methods  were  used 
together.  The  case  had  a  great  interest  for  him,  and  he  had 
since  been  on  the  look-out  for  evidence  to  support  it ;  but 
all  his  experience  was  against  the  hope  that  there  was 
an5rthing  in  it.  Soon  after  Dr.  Beatson's  first  paper  was 
published,  a  lady  came  to  him  and  asked  him  to  remove  her 
appendages,  because  she  had  cancer  of  the  uterus ;  but  he 
thought  it  was  hopeless,  and  so  could  only  tell  her  that  he 
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could  not  promise  her  a  cure;  after  which  he  heard  no 
more  of  the  case.  His  reason  for  the  line  he  took  was  that 
he  had  seen  a  case  in  which  the  ovaries  had  been  removed 
for  fibroids ;  afterwards  she  got  cancer,  and  died  :  and  he 
had  seen  other  similar  cases.  Still,  there  was  Dr.  Beatson's 
case  to  be  taken  into  account,  so  that  he  had  to  keep  an 
open  mind.  He  gathered  that  Dr.  Beatson  had  not  met 
with  another  case  which  supported  the  plan  of  treatment ; 
but  he  thought  he  was  right  to  pursue  his  enquiries  if  a 
patient  were  willing  to  try  the  plan,  because  at  present  they 
knew  of  no  cure  at  all. 

Mr.  BowREMAN  JESSETT  said  he  was  sure  that  they  had 
all  listened  with  much  interest  and  profit  to  the  very  able 
paper  read  at  the  last  meeting  by  Dr.  Beatson  on  the  treat- 
ment of  inoperable  cases  of  carcinoma.  His  observations 
were  not  altogether  new  to  them,  as  he  had  read  a  paper  upon 
tfie  same  subject  at  the  Edinburgh  Medical  and  Chirurgical 
Society  in  May  of  last  year.  The  subject  however  opened 
up  a  very  wide  field,  and  really  to  a  great  extent  involved 
the  nature  and  etiology  of  cancer,-  but  if  one  once  entered 
upon  this  point  he  was  afraid  it  would  not  require  only  one 
evening  to  discuss  the  subject,  but  many  evenings  would 
have  to  be  devoted  to  it.  Dr.  Beatson's  remarks,  however, 
led  him  to  discuss  shortly  whether  they  were  to  look 
upon  cancer  as  a  local  or  constitutional  disease.  Was  it 
hereditary,  or  did  it  come  from  purely  local  causes,  such 
as  constant  irritation,  blows,  &c.  ?  Now  this  question  was 
somewhat  threshed  out  by  the  British  Medical  Association 
some  few  years  ago  in  the  investigation  as  to  the  origin  of 
cancer,  instituted  by  that  Association,  the  outcome  of  which 
was  rather  to  lend  countenance  to  the  hereditary  theory, 
and  this  brought  them,  he  thought,  somewhat  nearer  the 
truth,  for  there  was  no  doubt  that  many  persons  suffering 
from  cancer  had  a  family  history  of  the  disease,  and  this 
often  in  a  very  marked  manner ;  thus,  a  lady  with  cancer 
of  breast  consulted  him  some  time  since,  who  had  had  a 
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father,  a  brother,  and  two  sisters  die  from  cancer.  In 
another  case,  a  man  came  to  him  with  epithelioma  of  the 
tongue.  His  father  died  of  cancer  of  the  penis ;  his  uncle 
of  cancer  of  the  tongue,  his  brother  had  cancer  of  the 
tongue,  and  one  sister  had  cancer  of  the  breast;  he  (Mr. 
Jessett)  could  record  other  cases  nearly  as  striking.  On  the 
other  hand,  by  far  the  larger  number  of  patients  that  consult 
one  suffering  from  cancer  have  no  family  history.  From 
these  premises  he  personally  thought  that  persons  who  had 
a  family  history  were  more  prone  to  the  disease  than  those 
who  had  no  such  history,  that  is,  if  a  young  person  with 
parents  who  had  had  cancer  had  a  kick  in  the  shin,  or  a 
blow  on  the  breast,  or  some  constant  local  irritation,  he  or 
she  would  be  much  more  likely  to  develop  some  form  of 
malignant  disease  than  if  they  had  not  cancerous  history. 
On  the  other  hand  he  did  not  consider  that  because  a  person 
had  cancer  that  his  progeny  were  of  necessity  bound  to  have 
it  also  ;  he  considered  it  a  purely  local  affection  manifesting 
itself  in  a  person  possibly  predisposed  to  the  disease.  Now 
he  could  not  help  thinking  that  Dr.  Beatson  had  somewhat 
the  same  views  as  these  when  he  thought  of  the  idea  of 
cancer  being  possibly  under  the  control,  so  to  speak,  of  the 
generative  organs,  more  especially  the  breast,  as  it  was  con- 
ceivable that  the  periodic  irritation  and  congestion  of  the 
mammary  gland,  in  a  person  predisposed  to  malignant 
diseases,  might  be  a  cause  of  proliferation  of  the  glandular 
epithelium  and  cancer,  and  he  gathered  that  Dr.  Beatson's 
theory  was  that  by  anticipating  the  menopause  by  removal 
of  the  ovaries,  a  rapidly-growing  carcinoma  might  be  con- 
verted into  an  atrophic  scirrhus  of  old  age,  if  not  cured.  In 
the  cases  treated  by  Dr.  Beatson  it  was  noticeable  that  they 
were  all  taking  large  doses  of  thyroid  extract,  and  for  experi- 
mental research  it  would  seem  a  pity  that  this  should  have 
been  the  case,  as  it  was  difficult  to  differentiate  the  amount 
of  credit  which  was  due  to  the  drug,  or  to  the  removal  of  the 
appendages.     But  he  would  like  to  point  out  that  it  might 
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be  a  very  dangerous  doctrine  to  promulgate  that  removal 
of  the  ovaries,  &c.,  was  a  cure  for  cancer,  unless  it  could 
be  proved  absolutely  that  this  was  the  case,  or  that  the 
removal  of  these  organs  had  a  direct  influence  per  se  upon 
the  growth  and  extension  of  the  disease.  For  it  must  not 
be  lost  sight  of,  that  if  castration  could  cause  an  influence 
for  good  in  inoperable  cases  of  cancer,  it  would  be  argued 
by  some  how  much  more  then  must  the  operation  be  bene- 
ficial when  the  disease  had  not  extended  so  far.  They  were 
ail  agreed  that  cancer  always  presented  itself  in  a  much 
more  virulent  form  in  the  young  than  in  those  who  had 
passed  the  menopause.  The  disease  was  much  more  likely 
to  recur  after  operation,  and  the  prognosis  was  necessarily 
much  worse.  All  surgeons  were  also  agreed  that  with  their 
present  knowledge  early  and  very  free  removal  of  the  disease 
and  structures  around  it  was  the  treatment  which  held  out 
the  best  chances  of  cure.  But  in  operating,  they  were 
unable  to  say  that  the  disease  would  not  return  or  how 
long  the  patient  would  be  free  from  recurrence.  He  had 
operated  on  the  very  worst  and  most  unfavourable  cases 
in  which  they  might  reasonably  expect  an  early  recurrence, 
and  Ihe  patient  had  kept  well  for  years  ;  one  very  remarkable 
case  occurred  to  him  of  a  lady,  about  60,  with  a  scirrhus  of 
the  left  breast.  The  whole  gland  was  implicated  and  the 
skin  around  it,  the  gland  was  firmly  fixed  to  the  pectoral 
muscle,  and  everything  looked  as  unfavourable  as  possible, 
and  it  was  only  on  account  of  the  severe  pain  that  he 
operated,  holding  out  no  hope  of  a  permanent  cure.  Yet 
that  patient  now,  twelve  years  after  the  operation,  was  quite 
free  from  recurrence ;  on  the  other  hand  a  young,  healthy- 
looking  actress,  aged  32,  consulted  him  for  a  small  lump  in 
her  breast  which  he  diagnosed  as  scirrhus.  He  amputated 
her  breast  very  freely,  and  cleared  the  axilla.  She  made 
a  rapid  recovery.  In  three  months  there  was  a  recurrence 
in  the  scar  ;  he  again  removed  this  freely,  successfully,  but 
recurrence   again    took    place.      Then   she   placed   herself 
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under  another  treatment,  with  no  benefit,  and  she  returned 
to  him,  and  died  within  the  year  of  the  first  operation.  Dr. 
Beatson's  paper  raised  the  question — would  the  removal 
of  the  tubes  and  ovaries  have  done  this  poor  girl  good  ? 
Would  the  anticipation  of  the  menopause  cause  rapidly- 
growing  scirrhus  in  the  young  and  middle-aged  to  beconne 
atrophic  ?  On  the  whole,  it  appeared  to  him  that  while 
castration  might  have  the  effect  of  averting  the  development 
of  carcinomatous  growths  in  certain  glands,  which  might 
have  some  internal  connection  with  the  testes  and  ovaries, 
yet,  he  considered,  with  the  very  guarded  and  limited 
evidence  before  them,  which  Dr,  Beatson  had  so  fairly 
put  before  the  Society,  that  it  would  be  a  very  dangerous 
theory  to  promulgate,  as,  in  the  hands  of  charlatans,  it  might 
lead  to  disastrous  consequences. 

Dr.  Herbert  Snow,  referring  to  Coley's  fluid,  said 
that  the  treatment  by  erysipelas  inoculation  came  from  the 
States  about  twenty  years  ago,  and  then  died  out  ;  after 
which  Coley  re-introduced  it.  He  judiciously  limited  it 
to  "sarcoma,"  which  was  a  vague  term,  covering  a  multitude 
of  sins  and  many  errors.  It  was  an  old  tradition  that 
erysipelas  could  cure  cancer.  At  one  time  they  had  a 
good  deal  of  erysipelas  in  the  Cancer  Hospital,  but  no 
case  of  cancer  or  of  sarcoma  ever  showed  the  least  benefit ; 
and  probably  the  cases  of  improvement  recorded  were  not 
cancer,  but  syphiloma,  &c.  Therefore,  until  they  had  very 
valid  evidence  that  erysipelas  had  done  good,  it  was  futile 
to  dabble  in  its  toxins.  Cancer  of  the  breast  always  began 
in  a  single  focus,  as  Dr.  Beatson  had  said.  Dr.  Beatson 
had  gone  on  to  speak  of  its  diffusion,  but  he  omitted  to 
mention  its  extension  by  regurgitation  from  the  lymph 
channels  into  the  marrow  of  the  bones,  where  it  might 
remain  perdu  for  five  to  six  years,  sometimes  more.  He 
spoke  of  the  mystery  of  the  origin  of  cancer  of  the  breast, 
but  he  (Dr.  Snow)  did  not  think  that  there  was  any  special 
mystery  about  it,  for  there  was  always  a  definite  sequence 
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of  cause  and  effect.  The  breast  and  uterus  were  both  rich 
in  cells  which  underwent  a  monthly  change  ;  the  uterine 
changes  were  plain  to  view,  but  those  in  the  breast  were  no 
less  assured,  and  the  relation  of  both  sets  of  changes  to  the 
nervous  system  was  shown  by  the  effects  of  emotional  dis- 
turbance. They  always  found  that  before  cancer  of  the 
breast  or  uterus  declared  itself  the  patient  had  suffered 
from  depression  and  low  nervous  vitality,  often  with  wake- 
fulness at  night.  So  constant  had  he  found  this  associa- 
tion that  he  now  inquired  for  it  in  every  case,  even  of 
antecedent  injury.  Thus  was  set  up  an  aberration  in  the 
normal  processes  of  involution  or  devolution,  which  dis- 
played itself  in  sundry  forms  of  organic  disease,  one  of 
these  being  cancer.  On  the  practical  question  Dr.  Beatson 
admitted  failure  of  any  good  result  in  most  of  his  cases. 
Unless  the  breasts  were  the  only  site  of  cancer,  it  was  difficult 
to  discern  any  rational  ground  for  removing  the  ovaries. 
Dr.  Snow  had  just  been  consulted  by  an  old  man  with 
recurrent  tongue-epithelioma  in  the  deep  cervical  glands, 
whose  doctor  had  gravely  proposed  to  castrate  him.  That 
seemed  a  redudio  ad  absurdum  of  the  proposition  in 
question.  Dr.  Snow  thought,  however,  that  the  Society 
was  very  greatly  indebted  to  Dr.  Beatson  for  the  candid 
manner  in  which  he  had  placed  his  results  before  them, 
without  concealment  or  suppression,  thus  setting  an  excel- 
lent example  in  such  matters. 

Mr.  Stanley  Boyd  said  that  the  speakers  so  far  had 
taken  the  theoretical  point  of  view,  and  he  wished  to  say 
a  few  words  from  a  practical  standpoint.  He  saw  Dr. 
Beatson's  paper  last  year  ;  influenced  by  that,  he  took  away 
the  ovaries  from  a  patient  from  whom  he  had  removed  a 
cancerous  breast.  She  was  44.  A  tumour  had  been  removed 
from  the  left  breast  in  1892,  and  the  whole  breast  in  1893. 
There  was  recurrence  in  the  scar  in  1894.  In  May,  1896, 
she  came  to  him  to  see  if  anything  could  be  done  ;  a  few 
days  before  she  had  had  a  swelling  above  the  scar  and  a 
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cough.  The  general  health  and  the  breathing  were  good. 
Examination  of  the  chest  and  abdomen  showed  no  visceral 
disease.  Locally,  she  had  a  mass  in  the  pectoralis  major, 
enlarged  axillary  glands,  subcutaneous  infiltration  about  the 
scar,  and  just  before  the  operation  a  nodule  was  found 
adherent  to  the  chest-wall  of  the  left  side  on  a  level  with 
the  cartilages.  He  began  by  removing  this ;  there  was  a 
track  of  infiltration  from  it,  which  he  followed,  removing 
the  cartilages  of  the  fourth  and  fifth  ribs  ;  from  the  anterior 
mediastinum  he  removed  one  large  gland,  but,  finding  others 
beyond,  he  stopped.  After  a  few  months  the  patient  heard 
of  Beatson's  paper,  and  asked  him  about  it.  He  informed 
her  that  while  Beatson's  first  case  seemed  to  be  a  complete 
cure,  the  second,  an  alcoholic,  seemed  not  to  have  im- 
proved. He  heard  nothing  more  on  the  subject  for  some 
time.  Then  at  a  meeting  in  November,  1896,  Mr.  Gould 
reported  a  case  he  had  had  of  undoubted  cancer  at  the 
Middlesex  Hospital ;  without  any  special  treatment  she  re- 
covered completely.  He  inquired  about  her  menstrual 
history,  and  found  that  her  menopause  had  occurred  at 
43,  at  about  the  time  she  was  at  her  worst ;  conceivably 
this  was  connected  with  arrest  of  growth  of  the  cancer. 
At  the  same  meeting  he  heard  of  a  case  in  which  the 
ovaries  had  been  removed  from  a  patient  who  had  a  large, 
fixed  growth  in  the  axilla  after  removal  of  the  breast.  In 
five  weeks  the  growth  had  shrunk  greatly  and  become 
movable.  He  told  his  patient's  husband  of  these  cases,  with 
the  result  that  oophorectomy  was  decided  upon.  There  was 
then  great  infiltration  at  the  site  of  the  last  operation, 
and  glands  along  the  pectoralis  minor.  He  could  find  no 
evidence  of  visceral  disease  ;  menstruation  was  regular. 
On  December  22  he  performed  oophorectomy;  both 
ovaries  were  large.  Pain  ceased  at  once.  On  December 
27  there  was  marked  diminution  of  the  fulness  ;  in  two 
weeks  the  infiltration  over  the  heart  was  much  less.  On 
February  22  it   had   disappeared,  and  the  heart   could  be 
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felt  beating  plainly  at  that  spot,  and  five  out  of  the  six 
obvious  nodules  had  also  gone. 

Ca^  2. — ^This  was  more  recent.  The  patient,  aged  37, 
was  sent  to  him  by  Dr.  Horace  Saunders,  in  March,  1896. 
She  had  a  mammary  tumour,  first  observed  two  months 
previously,  and  attributed  to  a  blow.  He  removed  the 
whole  growth  and  part  of  the  pectoral  muscle.  There  were 
secondary  nodules  all  over  the  pectoral  muscle  and  in  the 
axilla.  In  February,  1897,  he  saw  her  again,  when  she  had 
many  nodules  in  the  skin  and  subcutaneous  tissue,  and 
involving  the  costal  cartilages;  other  nodules  were  in  the 
axillae,  in  the  left  breast  and  above  the  right  clavicle. 
She  was  very  thin  and  pale.  On  February  21  he  performed 
oophorectomy.  In  a  week  the  vascularity  of  the  nodules 
was  markedly  less,  in  two  weeks  the  nodules  themselves 
were  smaller.  Since  then  the  patient  had  gained  flesh  and 
got  a  better  colour,  though,  of  course,  this  might  be  due 
to  increased  hope,  and  to  the  rest  in  bed  and  feeding  up. 
May  I. — Improvement  has  continued  ;  many  nodules  have 
disappeared,  all  have  greatly  diminished  in  size. 

Case  3. — The  patient  was  operated  upon  by  Mrs.  Boyd. 
She  was  aged  36,  and  had  suffered  from  pain  and  haemor- 
rhage for  two  years,  due  to  malignant  disease  of  the  uterus. 
It  was  an  extreme  case,  with  a  large  vesico- vaginal  fistula, 
both  vagina  and  peritoneum  being  involved.  Oophorec- 
tomy was  done  on  January  15.  A  week  later  the  vagina 
liixer  and  the  growth  was  softer.  At  the  beginning  of 
March  she  was  very  ill  and  weak,  and  it  was  thought  that 
she  was  dying.  On  April  7  the  house-surgeon  saw  her  and 
found  her  much  better.  Mrs.  Boyd  had  seen  her  that  day ; 
she  was  much  better,  and  was  up  and  about,  doing  her 
work;  but  although  the  general  condition  had  much  im- 
proved the  local  condition  was  worse. 

As  far  as  the  evidence  went,  six  cases  of  cancer  of 
the  uterus  had  now  been  reported  treated  by  this  method, 
and   in   not   one  had  any  local   advantage   been  derived ; 
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on  the  other  hand,  it  seemed  clear  that  in  other  parts 
oophorectomy  had  led  to  complete  removal  of  cancer 
masses.  From  this  it  would  appear  either  that  cancer  was 
not  an  entity,  but  that  there  were  several  kinds,  or  that 
oophorectomy  had  more  effect  on  some  tissues  than  on 
others.  Thus,  the  effect  seemed  to  be  less  on  muscle  than 
on  skin,  connective  tissue,  and  lymphatics.  As  regards  the 
viscera — Dr.  Beatson  had  stated  that  he  had  never  found 
improvement  when  visceral  growths  existed ;  yet  there  were 
the  two  cases  of  Gould  and  Bowlby  on  the  other  side, 
showing  that  visceral  growths  might  spontaneously  dis- 
appear, so  that  they  should  not  too  readily  decide  that 
visceral  disease  contra-indicated  the  treatment.  What  they 
had  to  do  was  to  see  what  led  to  recession  of  the  cancer 
growth  and  try  to  imitate  the  process.  Oophorectomy  might 
be  one  of  these  influences.  As  regards  the  influence  of  age, 
all  his  patients  were  women  still  menstruating,  so  that  he 
could  say  nothing  as  to  operating  after  the  menopause  ;  but 
he  should  deprecate  limiting  the  operation  to  the  case  of 
lactating  women. 

Dr.  Beatson,  in  reply,  thanked  the  Society  for  the  kind 
and  attentive  hearing  which  they  had  given  him.  Briefly, 
his  remarks  at  the  last  meeting  were  on  two  points  :  (i)  The 
nature  and  origin  of  cancer ;  (2)  the  question  of  treatment. 
On  the  first  point  his  remarks  were  necessarily  speculative ; 
on  the  second  they  were  practical,  and  based  on  actual 
cases.  In  the  first  case  he  reported  there  was  no  doubt  that 
the  disease  was  cancer.  He  had  said  that  he  had  not  seen 
such  good  results  in  the  other  cases ;  but  in  all  these,  local 
changes  were  seen,  which,  if  the  cases  had  been  more 
favourable,  might  have  led  to  improvement.  He  was  not 
prepared  to  say  whether  the  removal  of  the  ovaries  influenced 
the  cell  proliferation  or  their  nutrition ;  he  thought  Mr. 
Boyd's  explanation  was  correct,  that  the  tissues  were  affected 
thereby,  in  much  the  same  way  as  was  seen  in  cases  of 
osteomalacia.     He  was  not  wedded  to  the  ovarian  or  testi- 
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cular  explanation  of  cancer ;  but  he  had  felt  that  they 
had  to  do  with  an  activity  of  the  germinal  cells,  and 
in  deciduoma  malignum  he  thought  that  he  had  found  a 
support  for  his  suggestion.  He  was  now  confining  his 
attention  to  two  points  :  (i)  The  cancer  bodies  in  relation 
to  the  maturation  of  ova ;  (2)  the  question  whether  it  was 
possible  to  influence  cancer  growth  by  the  inoculation  of 
germinal  epithelium.  Inoperable  cases  of  cancer  were  a 
reproach  to  medicine,  and  he  felt  that  if  he  had  been  able 
to  attract  attention  to  them,  good  would  have  been  done, 
for  it  would  be  a  great  matter  to  establish  whether  they  had 
to  deal  with  a  parasitic  disease,  or  with  a  disease  of  the 
tissues.  In  conclusion,  he  thought  it  would  be  found  that 
there  was  a  good  deal  of  variation  in  the  individual  suscep- 
tibility to  the  beneficial  effects  of  his  treatment. 
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The  Development  and  the  Present  status  of  Hys- 
terectomy FOR  FiBRO-MYOMATA  AND  FOR  INFLAMMA- 
TION OF  THE  Uterine  Appendages  in  America. 

By  Charles  P.  Noble,  M.D. 

Sur^eon-in- Chiefs  Kensington  Hospital  for   fVofuen,  Philadelphia  ;  Lecturer  en 

Gynacoiogy,  Philadelphia  Polyclinic  and  College  for  Graduates  in  Medicine  ; 

Fellovj  of  the  American  Gytuscological  Society  ;  &*c. 

Hysterectomy,  both  for  fibro-myomata  of  the  uterus 
and  for  destructive  inflammatory  lesions  of  the  uterine 
appendages,  is  American  in  origin.  The  first  operation 
deliberately  undertaken  for  the  removal  of  a  fibroid  tumour 
of  the  uterus  by  abdominal  hysterectomy,  a  correct  diagnosis 
having  previously  been  made,  was  performed  by  G.  Kimball,^ 
M.D.,  of  Lowell,  Mass.,  September  i,  1853.  Kimball  did 
a  supra- vaginal  amputation  of  the  cervix  and  dropped  the 
pedicle.  As  was  the  custom  at  that  time  in  performing 
ovariotomy,  the  ligatures  were  left  long  and  brought  out  at 
the  lower  angle  of  the  wound.  It  is  a  matter  of  curious 
interest,  as  1  hope  to  show  in  this  paper,  that  Kimball 
adopted  the  operation  which,  as  perfected  by  modern 
methods,  is  giving  the  best  results  in  hysterectomy  at  the 
present  time. 

Abdominal   hysterectomy  for   destructive   inflammatory 
lesions  of  the  uterine  appendages  is  an  operation   of  the 
present.     It  was  first  done  in  1892,  by  Drs.  Polk,  Edebohls 
Krug  and  Baldy.* 

•  For  a  full  account  of  the  operation  consult  the  body  of  the  paper. 
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The  operation  was  first  prominently  advocated  by  Dr. 
Baldy  of  Philadelphia,  and  by  Dr.  Polk  of  New  York.  The 
operation  has  been  sufficiently  tried  to  prove  its  superiority 
to  the  removal  of  the  uterine  appendages  without  the 
removal  of  the  uterus,  in  cases  complicated  by  extensive 
adhesions  or  inflammatory  exudate.  In  such  cases,  by  the 
older  method,  when  the  appendages  have  been  removed 
an  extensive  raw  surface  is  left  behind  the  uterus,  on  the 
posterior  surface  of  the  broad  ligaments,  and  in  many  cases 
throughout  the  true  pelvis.  Much  of  this  wounded  area 
derives  its  blood  supply  from  the  uterine  arteries,  which  are 
not  influenced  by  the  operation  of  oophoro-salpingectomy. 
This  anatomical  fact  is  the  explanation  of  the  difficulty 
in  controlling  oozing  in  such  cases.  The  substitution 
of  hysterectomy  controls  the  blood  supply  and  prevents 
oozing.  When  marked  inflammation  of  the  uterus  is 
present,  hysterectomy  saves  the  patient  the  symptoms  due 
to  this  condition,  and  also  a  long  course  of  after-treatment 
for  their  cure. 

It  is  my  purpose  to  give  only  an  outline  of  the  develop- 
ment of  hysterectomy  in  America,  as  the  literature  of  the 
subject  is  too  extensive  for  a  full  review.  The  advocacy  of 
surgical  operations  for  the  cure  of  fibroid  tumours  of  the 
uterus,  by  Dr.  Washington  L.  Atlee,  marks  the  beginning  of 
the  scientific  treatment  of  these  growths.  Atlee  operated 
in  general  through  the  vagina,  but  in  a  number  of  cases, 
beginning  in  1844,  removed  pedunculated  fibroids  by 
cceliotomy,*  and  was  the  first  to  perform  an  abdominal 
myomectomy  for  a  sessile  fibroid  tumour  of  the  uterus.' 
This  operation  was  performed  March  3,  1853.  Atlee  con- 
tinued to  operate  upon  fibroid  tumours  throughout  his 
professional  career,  and  from  time  to  time  to  contribute  to 
the  hterature  of  the  subject.  He  operated  in  general  for  the 
removal  of  the  tumour  alone.  This  was  done  either  per 
vaginam  or  by  abdominal  section.  He  performed  hyste- 
rectomy, but  not  in  a  large  number  of  cases.  His  final 
contribution  to  the  subject  was  a  paper  entitled  "The 
VOL.  XIII.— NO.  49.  4 
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Treatment  of  Fibroid  Tumours  of  the  Uterus/'*  read  before 
the  International  Medical  Congress  in  1876.  This  is  a 
general  paper  advocating  very  much  the  line  of  treatment 
recommended  in  his  "Prize  Essay"  of  1853,  and,  in  addition, 
hysterectomy  in  some  cases. 

The  early  work  of  Kimball  and  Burnham  in  abdominal 
hysterectomy  is  well  known.  Dr.  Walter  Burnham,  of 
Lowell,  Mass.,  on  June  26,  1853,  operated  upon  a  patient 
with  a  diagnosis  of  ovarian  cyst,  but  found  a  fibroid.  The 
patient  vomited  and  extruded  the  tumour,  which  could  not 
be  replaced;  hence,  from  necessity,  Burnham  removed  it. 
Two  pedunculated  fibroids  were  peeled  out  to  reduce  the 
size  of  the  tumour,  then  he  "passed  a  strong  double 
ligature  through  the  neck  of  the  uterus  and  tied  on  each 
side.  Then,  to  mak^^dmiblu  3Hce  against  haemorrhage,  a 
ligature  was  plac^^Sreu^^Li^^^i^  neck."  The  broad 
ligaments  and  tJftCfcervix  were  nexr3\ided.  No  bleeding 
followed.  The  /ovaries  ^p{^  c^gg^ed,  and  were  removed. 
The  cervix  was  Mpppeo;  and  the  ligaWes  were  brought  out 
at  the  lower  angn^ot  the-wsti«d.^TJrey  came  away  during 
the  fifth  week.  Tfeb^^gBeiRAg^&^ed,  being  the  first  to 
recover  after  hysterectomy.  Burnham  continued  to  operate, 
performing  altogether  fifteen  hysterectomies,  with  three 
recoveries.  His  second  operation  was  performed  in  1854, 
and  the  third  in  1857.  Burnham  made  no  contributions 
to  the  literature  of  hysterectomy,  his  cases  being  reported 
by  Drs.  Irish*  and  Perkins,«  in  1878  and  1888. 

Dr.  Kimball  was  the  first  to  deliberately  perform 
hysterectomy  for  a  fibroid  tumour,  a  correct  diagnosis 
having  previously  been  made.  He  operated,  September  i, 
1853,  upon  a  patient  greatly  reduced  by  long-continued 
uterine  haemorrhages.  He  performed  a  supra  -  vaginal 
amputation  of  the  uterus.  The  uterus  was  transfixed,  and 
each  half  ligatured.  The  cervix  was  dropped,  and  the 
ligatures  brought  out  at  the  lower  angle  of  the  wound. 
Eight  months  later  the  woman  was  well,  except  that  the 
ligatures  were  still  attached.    This  case   was  reported  in 
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1855,  and  in  the  report*  two  other  cases  are  mentioned  in 
which  hysterectomy  was  performed  with  a  fatal  result. 
Kimball  continued  to  operate  throughout  his  professional 
career,  and  was  the  first  American  to  make  use  of  Koeberl^'s 
extra-peritoneal  method  of  treating  the  stump.  This  opera- 
tion was  performed  September  18,  1869.^  According  to 
Bigelow,®  in  1883,  Kimball  had  performed  eleven  hysterec- 
tomies, with  six  recoveries  and  five  deaths. 

The  mortality  of  hysterectomy  was  so  great  in  the  early 
years  that  but  few  were  performed.  After  the  introduction 
of  the  extra-peritoneal  method  of  treating  the  stump  by 
Koeberl6,  this  method  was  tried  by  various  operators, 
including  Kimball  and  Thomas.*  Instead  of  using  the 
serre-nceudy  Dr.  Thomas  devised  a  special  clamp  to  control 
bleeding  from  the  stump. 

Dr.  Marcy,  probably  influenced  by  the  work  of  Schroe- 
der,  improved  upon  the  early  work  of  Kimball  and  Burnham. 
He  rei>orted  a  method  of  securing  the  pedicle  by  sewing  it 
across  with  the  cobbler's  stitch  in  1881.*°  This  method  is 
still  used  by  himself,  and  \yas  used  by  Dr.  Gushing**  for 
some  years. 

In  1884  Dr.  Emmet  first  utilised  the  peritoneum  from 
the  anterior  face  of  the  uterus  and  the  peritoneum  of  the 
bladder,  to  cover  over  the  cervical  stump  in  a  hysterectomy 
done  for  a  dermoid  cyst  of  the  ovary  and  a  fibro-cyst  of  the 
uterus.  He  was  the  first  to  treat  the  stump  by  the  retro- 
peritoneal method.  The  operation  is  fully  described  and 
its  principles  discussed  by  him,  and  the  importance  of 
making  the  stump  retro-peritoneal  is  clearly  pointed  out.** 

Dr.  Joseph  Eastman,  February  3,  1887,  further  improved 
the  technique  of  supra-vaginal  amputation  of  the  uterus. 
Like  Marcy  he  sutured  the  stump  with  the  cobbler's  stitch, 
and  like  Emmet  he  covered  the  stump  with  peritoneum. 
E^tman  used  an  anterior  and  a  posterior  flap  of  peri- 
toneum, which  were  sutured  above  the  stump,  thus  making 
the  stump  retro-peritoneal.  Before  suturing  the  cervix  he 
burned  out  the  cervical  canal  with  the  thermo-cautery,  and 
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introduced  a  rubber  drainage  tube  through  the  cervical 
canal  for  vaginal  drainage.  He  was  the  first  to  use  both 
anterior  and  posterior  flaps  of  peritoneum.^' 

Until  1888,  all  progress  had  been  along  the  lines  of 
perfecting  the  technique  of  supra-vaginal  amputation.  Pan- 
hysterectomy for  uterine  fibroids  was  first  performed  in 
America  by  Dr.  Mary  A.  Dixon  Jones,  February  16,  1888. 
The  operation  was  deliberately  undertaken,  as  shown  by 
the  fact  that  some  months  previously  Dr.  Jones  had  in  a 
public  discussion  spoken  of  the  advantages  which  such  an 
operation  would  have.  The  greater  portion  of  the  mass 
was  removed  from  above,  then  the  vaginal  connections  were 
severed  from  below,  and  clamps  were  applied.^*  At  the 
time  this  operation  was  published  it  was  supposed  by  Dr. 
Jones  to  have  been  the  first  pan-hysterectomy  for  fibroid 
tumour,  as  the  admirable  work  of  Bardenheuer  was  not 
known  in  America. 

All  work  in  hysterectomy  was  revolutionised  by  Dr. 
L.  A.  Stimson,  who  proposed  and  carried  out  the  ligation 
of  both  the  ovarian  and  the  uterine  arteries  in  their  course 
as  a  preliminary  to  hjrsterectomy.  He  first  ligated  these 
arteries  in  performing  a  pan-hysterectomy  for  cancer. 
On  January  4, 1889,  he  did  the  same  as  a  preliminary  step  in 
pan-hysterectomy  for  a  fibroid  tumour."  In  a  subsequent 
paper  Dr.  Stimson  advocated  the  substitution  of  the  ligature 
of  the  ovarian  and  the  uterine  vessels  in  their  course  for 
the  ligature  en  masse.  He  reported  five  hysterectomies  in 
which  this  method  was  used  successfully."  Dr.  Stimson 
has  made  no  further  contributions  to  hysterectomy,  but 
unquestionably  his  is  the  greatest  individual  contribution 
to  modern  technique. 

Before  the  appearance  of  Stimson's  paper  the  control  of 
haemorrhage  in  hysterectomy  was  very  unsystematic.  The 
use  of  the  temporary  elastic  ligature  was  considered  an 
essential  step  in  the  operation.  The  broad  ligaments  were 
tied  in  a  series  of  ligatures  patterned  on  the  method  of 
ligation  in  ovariotomy,  the  effort  being  made  to  ligate  every 
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particle  of  tissue  in  the  broad  ligaments,  and  special  stress 
was  not  laid  upon  the  systematic  ligation  of  the  trunks  of 
the  four  arteries  supplying  the  uterus  and  its  appendages  in 
their  course  through  the  broad  ligaments.  Great  impor- 
tance had  always  been  placed  upon  the  vascularity  of 
uterine  tissue,  and  the  principal  danger  of  hysterectomy 
was  supposed  to  be  that  of  primary  or  of  secondary 
haemorrhage  from  the  stump.  When  Stimson  showed  that 
practically  all  haemorrhage  can  be  controlled  by  four  small 
ligatures  in  performing  pan-hysterectomy,  it  was  a  very 
slight  step  to  apply  the  same  principle  to  supra-vaginal 
amputation,  which  was  suggested  by  himself,  and  was  done 
subsequently  by  Milton  of  Cairo  and  by  Baer.  Out  of 
Stimson's  work  has  grown  our  present  systematic  methods 
of  controlling  haemorrhage  in  hysterectomy.  From  the 
date  of  his  paper  we  can  trace  the  abandonment  of  the 
temporary  elastic  ligature  about  the  tumour  and  uterus — 
a  direct  result  of  the  increased  confidence  which  operators 
have  in  their  ability  to  control  haemorrhage. 

Dr.  H.  A.  Kelly  has  been  an  aggressive  worker  in  the 
field  of  hysterectomy  since  the  transition  period.  His  first 
hysterectomies  were  done  by  the  extra-peritoneal  method 
of  treating  the  stump,  but  this  method  was  abandoned 
because  of  its  disadvantages.  On  the  other  hand,  Kelly 
was  not  willing  to  run  the  chances  of  Schroeder's  intra- 
peritoneal method  of  treating  the  stump;  accordingly  he 
modified  this  by  attaching  the  stump,  made  according  to 
the  Schroeder  method  in  the  abdominal  wound,  so  that  any 
haemorrhage  or  discharge  from  the  stump  would  make  its 
appearance  upon  the  abdominal  wall.  In  this  way  haemor- 
rhage could  easily  be  recognised  and  controlled,  and  infec- 
tion of  the  peritoneal  cavity  from  the  stump  avoided.  His 
first  operation  by  this  method  was  done  October  10,  1888.^' 
The  operation  is  carefully  described  and  illustrated.  After 
the  stump  was  made  according  to  the  Schroeder  technique^ 
the  last  row  of  sutures  in  the  stump  was  left  long,  by  which 
to  suspend  it  in  the  abdominal  wound.    The  parietal  peri- 
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toneum  was  then  stitched  around  the  stump,  and  the  long 
sutures  caught  in  a  pair  of  forceps.  In  this  way,  within 
twenty-four  hours,  the  surface  of  the  stump  became  extra- 
peritoneal, and  was  under  control  by  means  of  the  long 
sutures  held  by  forceps.  Kelly  operated  by  this  method 
from  1888  until  1892.  His  experience  showed  that  none  of 
the  stumps  so  treated  bled,  and  none  of  them  sloughed,  so 
that  in  1892  he  adopted  practically  the  Schroeder  opera- 
tion.^' Hysterectomy,  as  done  by  Kelly,  was  a  systematic 
operation,  both  as  to  the  ligation  of  the  vessels  and  the 
various  steps  of  the  operation.  During  this  time,  however, 
he  continued  to  use  the  temporary  elastic  ligature.  Shortly 
after  1892  the  retro-peritoneal  method  was  adopted;  and 
finally  his  present  method  of  operating  was  evolved,  which 
will  be  described  later. 

Dr.  W.  M.  Polk,  influenced  by  the  disadvantages  of  the 
extra-peritoneal  method  of  treating  the  stump,  and  greatly 
impressed  with  the  work  of  Stimson,  devised  a  method  of 
shutting  off  the  stump  from  the  peritoneal  cavity  without 
dragging  it  up  into  the  abdominal  wound."  This  opera- 
tion, while  ingenious,  like  Kelly's  first  method,  is  to  be 
regarded  as  belonging  to  the  transition  period,  and  was  one 
of  the  methods  adopted  to  avoid  the  disadvantages  of 
having  the  stump  in  the  abdominal  wound,  before  a  really 
successful  method  had  been  devised  for  dropping  it  into 
the  pelvis  and  covering  it  with  peritoneum.  At  the  same 
time,  following  Stimson,  Polk  began  to  do  total  extirpation. 
Polk's  method  consisted  in  dissecting  off  a  cuff  of  perito- 
neum all  around  the  tumour  or  uterus,  with  systematic 
ligation  of  the  vessels.  This  cuff  of  peritoneum  was 
attached  to  the  parietal  peritoneum  after  the  tumour  was 
taken  away,  so  that  the  stump,  while  in  the  pelvis,  was  shut 
off  from  the  peritoneal  cavity.  As  a  matter  of  curious 
interest  the  same  operation,  or  one  very  similar,  was 
reported  by  Dr.  N.  Senn,'^  as  a  new  and  valuable  addition 
to  hysterectomy  in  1895. 

Dr.  Henry  T.  Byford,  of  Chicago,  having  become  dis- 
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satisfied  with  the  usual  technique  in  dealing  with  the  stump 
in  hysterectomy,  devised  a  method  of  turning  it  into  the 
vagina.**  This  ingenious  method  of  operating  belongs  to 
the  same  class  as  that  of  Kelly  and  of  Polk,  and  is  of 
interest  historically  rather  than  practically. 

Dr.  Joseph  Eastman's  first  pan-hysterectomy  for  a  fibroid 
tumour  was  performed  September  21,  1889,  and  first 
reported  to  the  Marion  County,  Indiana,  Medical  Society 
in  1890.**  Several  contributions  to  the  literature  of  hysterec- 
tomy have  followed."  Eastman  attaches  much  importance 
to  peeling  out  the  tumour  by  means  of  a  dull  instrument, 
and  also  to  keeping  close  to  the  uterus  so  as  not  to  wound 
the  uterine  artery.  Frequently  he  does  not  ligate  this  vessel. 
As  a  further  contribution  to  hysterectomy,  Eastman  invented 
a  staflF  with  which  to  lift  up  the  cervix  and  tumour  from 
below,  and  to  assist  the  operator  in  cutting  through  the 
vagina  from  above.  Before  the  introduction  of  the  Tren- 
delenburg posture,  this  method  greatly  facilitated  the  opera- 
tion. This  invention,  although  original  with  Eastman,  was 
anticipated  by  a  similar  invention  by  Bardenheuer.  East- 
man undoubtedly  has  been  one  of  the  pioneers  in  total 
hysterectomy,  and  his  experience  with  the  operation  has 
been  large. 

Dr.  J.  R.  Goffe  in  1890  reported  four  successful  supra- 
vaginal hystero-myomectomies,  the  first  of  which  was 
performed  May  29,  1888.  In  these  cases  the  stump  was 
rendered  retro-peritoneal,  in  the  first  by  sewing  the  bladder 
peritoneum  over  the  stump,  and  in  the  others  by  using 
anterior  and  posterior  flaps  of  peritoneum,  which  were 
sutured  above  the  stump.  The  operation  is  described  as  a 
new  method,  the  origination  of  which  is  credited  by  Dr. 
Goffe  to  Dr.  A.  P.  Dudley  and  himself.**  Goffe  has  been  a 
consistent  advocate  of  supra-vaginal  amputation,  and  has 
subsequently  reported  fifteen  operations,  with  one  death." 
In  considering  this  method,  the  previous  use  of  the  retro- 
peritoneal treatment  of  the  stump  by  Emmet  in  1884,  and 
by  E^tman  in  1887,  must  not  be  forgotten.    Goffe's  paper 
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undoubtedly  was  of  service  in  the  development  of  the 
technique  of  hysterectomy,  and  must  be  regarded  as  one 
of  the  valuable  contributions  during  the  period  of  develop- 
ment. 

Until  1892,  and  during  the  time  when  the  original  work 
already  detailed  was  undergoing  its  development,  supra- 
vaginal amputation  with  the  extra-peritoneal  treatment  of 
the  stump  was  the  method  of  performing  hysterectomy  most 
generally  employed.  The  method  probably  was  first  used 
in  America  by  Kimball  in  1869/  The  popularity  of  this 
methoti  was  due  indirectly  to  its  successful  employment  by 
Koeberle,  P6an,  Hegar,  Keith,  Thornton  and  Bantock,  and 
directly  to  its  advocacy  by  Joseph  Price.  Since  1892  it  has 
been  used  less  and  less,  until  at  the  present  time  it  may  be 
looked  upon  as  obsolescent,  if  not  obsolete.  Price  and 
some  of  his  former  students  employ  the  method  with  the 
Koeberle  serre-nceud,  but  practically  all  other  operators 
have  abandoned  it. 

The  year  1892  may  be  considered  as  a  critical  one  in  the 
history  of  hysterectomy  in  America.  The  good  work  which 
had  been  done  began  to  bear  fruit.  The  general  improve- 
ment in  technique  in  abdominal  surgery,  and  the  intro- 
duction of  the  Trendelenburg  position  into  general  use,  also 
were  important  factors.  At  the  meeting  of  the  American 
Gynaecological  Society  in  1892,  Dr.  Polk*®  reported  seven- 
teen abdominal  pan-hysterectomies  for  fibroids,  with  two 
deaths.  His  results  were  not  better  than  had  been  obtained 
by  other  methods,  but  were  sufficient  when  taken  in  connec- 
tion with  the  work  of  Stimson,  Krug,*'  Eastman,  Boldt,^ 
and  Edebohls,**  to  show  the  value  of  pan-hysterectomy. 

Baer  reported  nine  cases  of  hystero-myomectomy  with- 
out a  death,  opereatd  upon  by  supra-vaginal  amputation,  at 
the  same  meeting  of  the  Society.*^  The  point  of  chief  value 
in  the  technique  employed  by  Baer  is  that  he  securely 
ligated  both  the  ovarian  and  the  uterine  arteries  in  their 
course  through  the  broad  ligaments.  In  this  he  applied  the 
principle  worked  out  by  Stimson,  except  that  he  substituted 
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the  mass  ligature  for  the  isolated  ligature  of  the  vessels. 
Baer's  paper  has  had  a  great  influence  in  popularising 
hysterectomy.  It  was  a  practical  answer  to  the  great  fear  of 
primary  and  secondary  haemorrhage  from  the  cervical  stump. 
He  placed  no  ligatures  or  sutures  in  the  cervical  tissue,  and 
yet  no  haemorrhage  followed.  This  was  a  practical  and 
complete  demonstration  that  ligature  of  the  trunks  of  the 
uterine  arteries  can  control  haemorrhage  as  well  in  supra- 
vaginal amputation  as  in  total  hysterectomy.  He  neither 
disinfected  nor  drained  the  cervical  canal,  but  the  good 
results  which  he  obtained,  especially  when  considered  in 
connection  with  the  more  recent  studies  of  the  contents  of 
the  cervical  canal  from  a  bacteriological  standpoint,  are  a 
very  satisfactory  answer  to  the  fear  of  infection  from  the 
cervical  canal  entertained  by  Schroeder  and  his  disciples. 

The  chief  value  of  Baer's  work  consists,  not  in  adding 
new  steps  to  the  technique  of  hysterectomy,  but  in  omitting 
some  of  them,  and  also  in  a  thorough  appreciation  of  the 
fact  that  a  mass  ligature  placed  low  down  in  each  broad 
ligament,  securing  the  uterine  arteries,  can  thoroughly 
control  the  blood  supply  to  the  cervix.  This,  of  course, 
is  merely  applying  to  supra-vaginal  amputation  the  work 
of  Stimson  in  total  hysterectomy.  In  addition,  Baer  was 
the  first  to  grasp  the  fact  that  the  way  to  prevent  sloughing 
of  the  cervical  stump  is  to  leave  it  alone.  He  neither 
burned  it  with  the  cautery,  devitalised  it  with  strong  anti- 
septics, nor  strangulated  it  with  tightly  placed  sutures.  He 
utilised  the  work  of  Emmet,  Eastman,  Dudley  and  Goffe, 
in  making  the  stump  retro-peritoneal,  and  the  work  of 
Stimson  in  securing  haemostasis  by  ligatures />//2C^rf  in  the 
connective  tissue  of  the  broad  ligaments.  The  chief  fear 
of  the  older  surgeons  in  operating  upon  the  uterus  was 
secondary  haemorrhage.  They  believed  that  uterine  tissue 
has  the  peculiar  property  of  not  being  amenable  to  ligation  ; 
that  some  hours  after  a  ligature  is  well  placed  in  uterine 
tissue  it  will  become  loose  and  permit  secondary  haemor- 
rhage to  take  place.  Through  Baer's  work  this  view  has 
become  ancient  history. 
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Dr.  Wm.  R.  Pryor,  in  1894,  contributed  a  new  method 
of  total  hysterectomy  for  intra-Ugamentous  fibroid  tumours, 
which  he  had  used  successfully  in  three  cases  at  that  time." 
In  this  paper  Pryor  calls  attention  to  the  three  special 
elements  encountered  in  dealing  with  intra-ligamentous 
fibromata,  namely  : — (i)  Danger  of  wounding  the  ureter ; 

(2)  haemorrhage  on  dividing  the  sinuses  of  the  capsule ; 

(3)  duration  of  the  operation. 

He  proposes  a  systematic  operation  to  overcome  these 
difficulties.    The  operation  consists  of  the  following  steps  : — 

(i)  The  upper  part  of  the  broad  ligament  on  the  free  side 
is  ligated  in  the  usual  way,  a  ligature  being  placed  also  to 
control  reflux  haemorrhage.  The  broad  ligament  is  then 
divided  between  these  ligatures  down  to  a  point  approach- 
ing the  uterine  artery. 

(2)  The  posterior  cul-de-sac  is  now  opened  to  permit  the 
introduction  of  the  finger  into  the  vagina,  enabling  the 
operator  to  guide  the  Deschamps'  needle  in  placing  the  next 
ligature. 

(3)  The  bladder  is  dissected  away. 

(4)  The  vagina  is  opened  in  front  of  the  cervix. 

(5)  The  uterine  artery  is  secured  between  two  ligatures 
in  the  usual  way. 

(6)  The*  ovarian  vessels  over  the  ligamentous  nodule  are 
now  secured. 

(7)  The  vagina  is  entirely  dissected  from  the  cervix, 
before,  behind,  and  on  its  free  side. 

(8)  The  location  of  the  ureter  is  carefully  studied. 

(9)  The  uterus  is  tilted  far  over  to  the  involved  side  by 
an  assistant.  The  Deschamps'  needle  is  passed  through  the 
vaginal  mucous  membrane  so  as  to  sweep  around  all  the 
tissues  between  the  vagina  and  the  tumour.  Great  force 
may  be  necessary,  as  the  needle  must  hug  the  cervix  closely, 
must  pass  right  up  to  the  tumour,  and  must  finally  emerge 
in  the  vagina,  encircling  the  uterine  artery  in  one  ligature. 

(10)  The  cervix  is  freed  from  its  connections  to  the 
vagina  and  to  the  base  of  the  broad  ligament,  the  scissors 
being  kept  close  to  the  cervical  tissue. 
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(11)  The  tumour  is  now  enucleated,  and  the  remainder 
of  the  broad  ligament  is  divided. 

(12)  Iodoform  gauze  is  packed  into  the  vagina,  and  as 
high  in  the  pelvis  as  the  cavity  in  the  broad  ligament. 

(13)  All  raw  surfaces  can  be  rendered  extra-peritoneal  if 
desired. 

For  those  who  wish  to  do  total  extirpation,  this  opera- 
tion should  prove  of  the  greatest  service  when  dealing  with 
intra-ligamentous  fibroid  tumours. 

The  last  contribution  of  value  to  hysterectomy  is  that  of 
Dr.  Kelly,  which  he  calls  "hysterectomy  by  continuous 
incision  from  left  to  right  or  from  right  to  left."**  The 
method  was  reported  to  the  Southern  Surgical  and  Gynaeco- 
logical Association,  November  12,  1895,  with  the  statement 
that  it  had  been  used  over  two  years  and  in  more  than  two 
hundred  cases.  The  method  consists  in  a  supra-vaginal 
amputation  of  the  uterus  together  with  ablation  of  its 
appendages,  and  is  to  be  used  for  those  cases  of  fibroid 
tumours  requiring  hysterectomy,  and  for  cases  of  destructive 
lesions  of  the  uterine  appendages  necessitating  the  removal 
of  both  ovaries  and  tubes.  The  operation  consists  in  the 
following  steps : — 

(i)  Opening  the  abdomen. 

(2)  Ligation  of  the  ovarian  vessels  near  the  pelvic  brim, 
either  on  the  right  or  on  the  left  side,  clamping  them  towards 
the  uterus,  and  cuttinjg  between. 

(3)  Ligating  the  round  ligament  of  the  same  side  near 
the  uterus,  cutting  it  free,  and  connecting  the  two  incisions, 
in  order  to  open  up  the  top  of  the  broad  ligament. 

(4)  Incision  through  the  vesico-uterine  peritoneum  from 
the  severed  round  ligament  across  to  its  fellow,  freeing  the 
bladder,  which  is  now  pushed  down  with  a  sponge,  so  as  to 
expose  the  supra-vaginal  cervix. 

(5)  Pulling  the  body  of  the  uterus  to  the  opposite  side 
to  expose  the  uterine  artery  low  down  on  the  side  opened 
up.  The  vaginal  portion  of  the  cervix  is  located  with  thumb 
and  forefinger,  and  the  uterine  artery,  seen  or  felt,  is  tied 
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just  where  it  leaves  the  uterus.     It  is  not  always  necessary 
to  tie  the  veins. 

(6)  The  cervix  is  now  cut  completely  across  just  above 
the  vaginal  vault,  severing  the  body  of  the  uterus  from  the 
cervical  stump,  which  is  left  below  to  close  the  vault. 

(7)  As  the  last  fibres  of  the  cervix  are  severed  or  pulled 
apart,  while  the  body  of  the  uterus  is  being  drawn  up  and 
rolled  out  in  the  opposite  direction,  the  other  uterine  artery 
comes  into  view  and  is  caught  with  artery  forceps  about  an 
inch  above  the  cervical  stump. 


(8)  Rolling  the  uterine  body  still  farther  out,  the  round 
ligament  is  clamped  at  the  pelvic  brim,  and  the  removal  of 
the  whole  mass,  consisting  of  uterus,  tubes  and  ovaries,  is 
completed. 

(9)  Ligatures  are  now  applied  in  place  of  the  forceps 
holding  the  uterine  artery,  round  ligament,  and  ovarian 
vessels ;  if  the  surgeon  prefers,  these  may  be  tied  as  they 
are  exposed  without  using  the  forceps. 

(10)  After  the  enucleation  the  operation  is  now  finished 
in  the  usual  way  :  (a)  by  closing  the  cervical  tissue  over  the 
cervical  canal,  and  then  (fe)  by  drawing  the  peritoneum  of 
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the  anterior  part  of  the  pelvis  (vesical  peritoneum  and 
anterior  layers  of  broad  ligaments)  over  the  entire  wound 
area,  and  attaching  it  to  the  posterior  peritoneum  by  a 
continuous  catgut  suture. 

The  continuous  transverse  incision  should  always  be 
started  on  the  side  where  the  ovarian  vessels  and  the  ovary 
and  tube  are  accessible.  If  the  case  is  one  of  a  fibroid 
uterus,  and  the  tumours  are  developed  under  the  pelvic 
peritoneum  or  in  the  broad  ligament  of  one  side,  this  side 
should  be  opened  up  last,  from  below  upwards,  when  the 
tumours  can  be  rolled  up  and  out  with  surprising  facility. 
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Kelly  claims  for  this  method  that  it  greatly  facilitates  the 
operation,  increasing  the  rapidity  with  which  it  can  be  done, 
and  saving  from  60  to  80  per  cent,  of  the  time  consumed  in 
the  enucleation.* 


•  During  the  past  year  Kelly  has  left  in  one  or  both  ovaries  when 
performing  hysterectomy,  if  these  organs  were  healthy.    He  states  in  a 
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The  work  of  Pryor  and  Kelly  has  made  the  removal  of 
intra-ligamentous  fibroids  almost  as  simple  as  those  having 
the  Visual  development,  so  that  in  skilful  hands  the  removal 
of  these  tumours,  until  recently  considered  almost  inoper- 
able, is  almost  as  systematic  an  operation  as  an  ordinary 
ovariotomy. 

In  tracing  the  history  of  hysterectomy  in  America  there 
has  been  no  intention  to  overlook  the  important  work  in 
this  field  which  has  been  done  in  other  countries.  In  no 
other  field  perhaps  can  we  find  a  better  illustration  of 
the  fact  that  human  eflFort  is  not  restricted  by  national 
boundaries,  than  in  that  of  medicine  ;  a  brief  reference  will 
be  necessary,  therefore,  to  the  work  of  some  of  those  who 
have  been  most  prominent  in  developing  hysterectomy  in 
Europe. 

Charles  Clay,  of  Manchester,  was  the  first  European  to 
perform  hysterectomy  for  fibroid  tumour.  In  1843  and  in 
1844  he  operated  with  a  diagnosis  of  ovarian  tumour.  The 
first  case  died  in  an  hour  and  a  half  after  the  operation  from 
haemorrhage,  the  second  died  on  the  fifteenth  day  from 
peritonitis,  attributed  to  an  accident.  The  patient  was 
dropped  on  the  floor  by  the  nurse.  His  first  deliberate 
hysterectomy  was  in  January,  1863.  This  was  followed  by 
recovery." 

Koeberl^**  was  the  second  to  perform  hysterectomy  in 
Europe,  in  1863,  and  to  him  also  must  be  credited  the 
discovery  of  the  extra-peritoneal  method  of  treating  the 
pedicle.  (Most  authors  omit  reference  to  Clay,  and  state 
that  Koeberl6  performed  the  first  hysterectomy  in  Europe.) 
This  method  of  operating  was  perfected  by  P6an,"  Hegar** 
and  Kaltenbach,  Keith,*^  Thornton,*^  and  Bantock.«»    The 


private  communication  to  me,  that  enough  time  has  not  elapsed  for 
absolute  conclusions,  but  that  undoubtedly  the  vaso-motor  disturbances, 
which  greatly  annoy  many  patients  when  passing  through  the  artificial 
menopause,  are  either  prevented  or  greatly  lessened  by  his  present 
practice. 
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value  of  the  work  of  these  men  cannot -be  over-estimated,  as 
they  were  the  first  to  obtain  really  satisfactory  results, 
reducing  the  mortality  of  hysterectomy  approximately  to 
that  of  ovariotomy.  It  was  of  value  also  from  the  fact  that 
it  was  done  at  a  time  when  Atlee,  Kimball  and  Burnham 
had  practically  ceased  to  operate,  and  when  but  little  work 
in  this  field  was  being  done  in  America. 

Too  much  praise  cannot  be  accorded  Schroeder.^  No 
one  surgeon  has  ever  accomplished  more  for  hysterectomy 
than  he,  although  but  some  five  years  were  devoted  to 
active  work  in  this  field.  A  careful  reading  of  Schroeder's 
contributions  to  hysterectomy  in  1883  will  show  that  he  had 
perfected  a  systematic  operation,  and  there  can  be  no  doubt 
that  had  he  not  met  with  a  premature  death  the  credit  for 
perfecting  the  technique  of  hysterectomy  would  have  been 
his  rather  than  that  of  his  successors.  Even  from  the 
present  standpoint  the  method  which  he  worked  out  was  far 
from  bad.  His  relatively  poor  results  are  to  be  attributed 
to  four  causes : 

(i)  Asepsis  in  abdominal  surgery  had  not  been  perfected 
in  1883. 

(2)  Schroeder  looked  upon  an  operation  for  a  fibroid 
tumour  as  a  myomotomy  rather  than  as  a  hysterectomy. 
This,  together  with  the  supposed  necessity  for  using  the 
temporary  elastic  ligature,  caused  him  to  amputate  the 
uterus  at  a  high  level — ^through  the  corpus  uteri  rather  than 
through  the  cervix.  This  necessitated  the  relatively  poor 
ligation  of  the  uterine  artery. 

(3)  Schroeder  clearly  recognised  the  necessity  for  ligating 
the  four  main  vessels  which  supply  the  uterus,  but  his  use  of 
the  temporary  elastic  ligature  and  the  cutting  away  of  the 
tumour  at  a  high  level,  of  necessity  caused  an  unsatisfactory 
ligation  of  the  uterine  artery.  Instead  of  ligating  the  trunk 
of  the  artery  in  its  course  through  the  broad  ligament,  it  was 
ligated  high  up,  after  numerous  branches  had  been  given 
oflF.  This  error  necessitated  the  placing  of  numerous 
ligatures  in  the  uterine  stump  to  control  haemorrhage. 
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(4)  Finally,  although  Schroeder  covered  the  stump  with 
peritoneum,  he  did  not  appreciate  the  necessity  or  value  of 
making  the  field  of  operation  retro-peritoneal,  that  is,  of 
covering  the  wound  in  the  broad  ligaments,  together  with 
the  stump  proper,  with  peritoneum,  and  suturing  this  in 
such  a  way  that  any  wound  secretions  would  be  retro- 
peritoneal. 

Total  hysterectomy  is  German  in  origin.*  Bardenheuer*^ 
having  practised  Freund's  operation  for  cancer,  applied  the 
same  principles  to  the  removal  of  fibroid  tumours,  and 
published  his  work  in  1881.  Bardenheuer's  work  deserves 
far  more  credit  and  recognition  than  it  has  received,  and 
will  fully  repay  study  at  the  present  time.  Not  only  was  he 
the  first  to  do  total  hysterectomy  for  a  fibroid  tumour,  but 
he  operated  with  his  patient  in  the  position  which  has  since 
been  perfected  by  Trendelenburg,  and  is  now  known  as 
the  Trendelenburg  posture.  Another  indication  of  how  far 
Bardenheuer  was  in  advance  of  his  contemporaries  is  his 
attitude  toward  hysterectomy  versus  double  ovariotomy. 
He  states  that  hysterectomy  has  given  better  results  in  his 
hands  than  double  ovariotomy,  and  that  it  appears  likely 
to  him  that  hysterectomy  will  be  substituted  for  double 
ovariotomy  because  it  is  a  less  dangerous  procedure. 

Drs.  Martin,^  Fritsch,**  and  Chrobak  **  were  among  the 
first  to  do  total  hysterectomy,  and  Martin  has  done  much  to 
popularise  the  operation  by  his  aggressive  attitude  towards  it. 

Chrobak  is  credited  by  many  German  writers  with  having 
originated  a  new  technique  for  supra-vaginal  amputation.** 
At  the  time  Chrobak  wrote  this  article  upon  supra-vaginal 
amputation,  he  had  performed  but  one  operation,  and  had 
assisted  Rosthorn  in  one  operation.  He  disclaims  in  his 
paper  any  originality,  and  recommends  the  operation  only 
in  those  cases  in  which  it  is  not  possible  to  disinfect  the 


•  Apparently  Charles  Cla/s  second  hysterectomy,  performed  in  1844, 
vas  a  complete  extirpation  of  the  uterus.  The  operation  was  undertaken 
with  a  diagnosis  of  ovarian  tumour. 
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vagina  and  cervix ;  in  all  other  cases  he  advises  total 
extirpation  of  the  uterus.  He  was  still  under  the  influence 
of  Schroeder  in  so  far  that  he  devitalised  the  stump  of  the 
cervix  by  burning  it  with  the  cautery,  and  also  that  he 
retained  the  use  of  the  temporary  elastic  ligature  in  operat- 
ing. He  describes,  however,  a  systematic  operation,  and 
fully  appreciates  the  value  of  the  retro-peritoneal  treatment 
of  the  stump. 

In  Great  Britain,  in  addition  to  the  older  operators  who 
did  such  good  work  in  the  extra-peritoneal  treatment  of  the 
stump,  special  mention  must  be  made  of  Drs.  Milton*'  of 
Cairo,  and  Heywood  Smith.*'  It  is  evident  from  reading 
Milton's  paper  that  he  did  a  very  satisfactory  operation,  but 
apparently  he  failed  to  grasp  the  value  of  his  own  work,  as 
indicated  by  the  title  of  his  paper,  "Supra-vaginal  (abdo- 
minal) Hysterectomy  with  the  Scissors."  Milton  made  the 
stump  retro-peritoneal,  but  failed  to  appreciate  the  import- 
ance of  so  doing,  and  speaks  of  it  as  being  intra-peritoneal. 
Also  he  controlled  haemorrhage  by  ligatures  placed  in  the 
connective  tissue  of  the  broad  ligaments,  and  made  mention 
of  the  fact  that  the  cervix  did  not  bleed.  His  experience, 
however,  being  limited  to  three  cases,  apparently  he  did  not 
feel  like  generalizing  concerning  the  control  of  bleeding. 

Smith's  paper  on  sub-peritoneal  hysterectomy  gives  an 
admirable  review  of  the  management  of  the  stump,  and 
points  out  clearly  the  advantages  of  its  retro-peritoneal 
treatment,  and  also  the  advantages  of  the  isolated  ligature  of 
the  vessels.  The  three  cases  operated  upon  by  himself, 
however,  were  not  very  satisfactory,  as  in  each  case  suppura- 
tion followed.  His  methods  of  ligation  were  not  systematic, 
and  he  continued  to  use  the  temporary  elastic  ligature. 
This  paper  indicates  that  a  number  of  British  operators  were 
favourably  impressed  by  the  principles  discussed  by  Smith, 
but  apparently  this  work  has  not  borne  fruit,  as  since  1892 
the  tendency  in  Great  Britain  has  been  toward  total 
hysterectomy. 

Prominent  among  the  advocates  of  total  hysterectomy  in 
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Great  Britain  are  Mr.  Frederick  Bowreman  Jessett*®  and  Dr. 
Christopher  Martin.**  Jessett  deals  with  the  peritoneal  flaps 
in  a  manner  similar  to  Polk.**  He  has  devised  also  a  sort 
of  bi-valve  speculum  to  assist  in  cutting  through  the  vagina. 
It  is  similar  to  the  "forceps"  of  Bardenheuer,  and  to  the 
"  staflF "  of  Eastman  and  of  Chrobak.  Jessett  reports  eight 
operations,  with  one  death. 

Martin  states  that  he  learned  the  operation  from  Smyly. 
He  reports  six  successful  operations  for  myoma.  He 
operates  with  the  patient  flat,  failing  to  take  advantage  of  the 
Trendelenburg  posture,  which  so  greatly  simplifies  the 
operation.  He  ligates  the  broad  ligament  in  sections,  as  was 
done  by  Marcy,  and  later  by  Zweifel,*®  not  taking  advantage 
of  the  fact  that  all  bleeding  can  be  controlled  by  ligating 
the  trunks  of  the  four  arteries.  A  reading  of  his  description 
of  the  operation  indicates  how  much  more  difficult  it  is 
when  done  with  the  patient  flat,  as  contrasted  with  the  same 
operation  done  in  the  Trendelenburg  posture. 

Technique  of  Supra-Vaginal  Amputation  for  Myo-fibronta 
of  the  Uterus. — Having  traced  the  development  of  supra- 
vaginal amputation  for  fibroid  tumours  of  the  uterus,  it  now 
remains  to  describe  the  operation.  The  operation  is  per- 
formed under  rigid  asepsis  as  regards  the  patient,  the  operator 
and  assistants,  and  the  operating  room.  The  Trendelenburg 
posture  greatly  facilitates  more  especially  the  later  steps  of 
the  operation,  when  dealing  with  the  broad  ligaments  and 
the  stump. 

The  steps  of  the  operation  may  be  summarised  as 
follows : — 

(i)  Opening  the  abdomen  through  the  right  rectus 
muscle,  near  but  not  through  the  linea  alba.  The  incision 
should  be  long  enough  to  facilitate  the  delivery  of  the 
tumour. 

(2)  Separation  of  adhesions  and  delivery  of  the  tumour. 
If  necessary  the  tumour  may  be  grasped  with  heavy  vol- 
sellum  forceps,  which  are  much  superior  to  the  corkscrew. 

(3)  The  intestines  are  carefully  covered  with  gauze  pads. 
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and  a  sponge  is  placed  in  the  false  pelvis  on  each  side.  If 
the  gauze  pads  are  well  placed  the  intestines  do  not  come 
into  view  during  the  operation. 

(4)  Ligation  of  the  broad  ligaments  will  be  described 
first  for  a  simple  tumour,  which  does  not  distort  the 
relations  of  the  broad  ligaments  to  the  uterus,  (a)  Ligation 
of  the  upper  border  of  the  broad  ligament  external  to  the 
ovary.  Catgut  of  fine  silk  is  used,  and  the  ligature  embraces 
only  enough  tissue  to  secure  the  ovarian  vessels.  (6)  A 
second  ligature  is  placed  which  secures  the  vessels  of  the 
round  ligament  and  embraces  some  of  the  tissue  controlled 
by  the  first  ligature,  (c)  A  clamp  is  placed  toward  the 
uterine  end  of  the  broad  ligament  to  control  reflux  haemor- 
rhage, and  the  upper  border  of  the  broad  ligament  down  to 
and  including  the  round  ligament  is  divided  between  the 
ligatures  and  clamp.  If  more  convenient  the  upper  border 
of  the  broad  ligament  is  divided  before  iplacing  the  second 
ligature,  (rf)  The  peritoneum  on  the  anterior  face  of  the 
broad  ligaments  and  in  front  of  the  uterus  is  divided,  the 
incision  connecting  one  round  ligament  with  the  other,  and 
the  vesical  peritoneum  is  pushed  down  with  a  sponge. 
Traction  is  made  upon  the  tumour,  which  is  rolled  over  to 
the  opposite  side,  and  the  broad  ligament  is  pushed  away 
from  the  tumour  or  the  uterus  with  a  sponge,  exposing  the 
uterine  vessels,  {e)  The  vaginal  cervix  is  located  between 
the  thumb  and  finger,  and  a  ligature  is  placed  low  down  on 
the  cervix  to  secure  the  uterine  artery  external  to  the  point 
where  if  turns  up  along  the  uterine  wall.  The  ligatures  are 
best  placed  with  a  sharp  needle  and  carrier,  this  has  manifest 
advantages  over  the  ordinary  aneurism  needle.  The  liga- 
ture which  controls  the  uterine  artery  should  be  passed 
through  the  external  border  of  the  cervix,  but  should 
embrace  very  little  tissue  in  its  grasp.  (/)  The  same  steps 
are  then  carried  out  upon  the  opposite  broad  ligament. 

(5)  The  cervix  is  amputated  below  the  level  of  the 
internal  os,  an  eflFort  being  made  to  slightly  cup  the  stump. 

(6)  The  cervix  is  closed  with  a  few  interrupted  catgut 
sutures. 
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EXPLANATION    OF    PLATE. 

Fig.  I. — A  mass  ligature  is  shown  embracing  each  ovarian  artery,  each  roand 
ligament  and  its  vessels,  and  each  uterine  artery.  The  size  of  the  stumps  (mass 
included  in  each  ligature)  is  exaggerated.  The  mass  ligatures  which  secure  the 
uterine  vessels  do  not  embrace  the  peritoneum. 

The  artery  forceps  are  shown  drawing  out  one  ovarian  and  one  uterine  artery 
or  the  isolated  ligature  of  each  vessel. 

The  amputated  cervix  b  shown  with  its  surface  slightly  "  cupped." 

The  anterior  flap  of  peritoneum  is  shown — peritoneum  from  the  anterior  face 
of  the  broad  ligaments  and  vesical  peritoneum.    A  posterior  flap  is  not  made. 

Fig.  2. — Each  ovarian  and  each  uterine  artery  has  been  ligatured  by  an  isolated 
ligature  as  well  as  by  a  mass  ligature. 

The  upper  surface  of  the  cervix  has  been  sutured  with  interrupted  catgut 
sutures.  These  sutures  embrace  the  peritoneum  of  the  posterior  wall  of  the 
cervix,  but  not  the  anterior  flap  of  peritoneum. 

The  closure  of  the  peritoneal  wound  is  indicated.  The  peritoneal  wound  is 
closed  with  a  continuous  Lembert  catgut  suture.  The  anterior  flap  is  drawn  over 
the  wound  like  a  hood  or  cap,  and  is  fastened  by  a  line  of  suture  to  the  posterior 
face  of  broad  ligaments  and  the  posterior  surface  of  the  cervix.  This  renders  the 
cervical  stump  retro-peritoneal. 


Fig.  I. 


Fig.  2. 
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(7)  Each  uterine  and  each  ovarian  artery  is  caught  with 
an  artery  forceps  and  is  ligated  with  fine  silk,  the  ligature 
embracing  the  artery  only. 

(8)  Should  oozing  points  be  found  (which  is  unusual), 
the  oozing  is  controlled  by  placing  fine  catgut  ligatures. 

(9)  The  vesical  peritoneum  and  that  from  the  front  of 
the  broad  ligaments  is  stitched  over  the  open  broad  liga- 
ments and  stump  with  a  continuous  Lembert  catgut  suture. 
This  suture  begins  and  ends  below  the  plane  of  the  round 
ligaments,  so  that  the  upper  borders  of  the  broad  ligaments 
are  not  buried  under  the  peritoneal  flap.  The  suture  is 
introduced  so  as  to  draw  the  peritoneal  flap  snugly  over  the 
stump,  in  this  way  avoiding  the  formation  of  a  dead  space, 
with  a  loose  peritoneal  covering. 

(10)  The  pelvis  is  washed  out  with  normal  salt  solution. 
It  is  well  also  to  wash  the  stump  of  the  cervix  with  the  salt 
solution  before  covering  it  with  the  peritoneal  flap. 

(11)  After  removing  the  gauze  and  sponges  the  abdo- 
minal wound  is  closed. 

If  the  tumour  is  anomalous  in  its  development  and 
opens  up  one  or  both  broad  ligaments,  the  technique  of  the 
operation  must  be  varied  to  suit  the  case.  In  such  a  case 
the  method  of  Kelly  or  that  of  Pry  or  can  be  adopted.  In 
several  cases  the  following  method  has  given  me  great  satis- 
faction : — ^The  ligation  is  made  in  the  usual  way  on  the  easy 
side.  Then  the  ovarian  vessels  upon  the  involved  side  are 
secured.  The  relations  of  the  upper  border  of  the  broad 
ligaments  may  be  entirely  distorted  by  the  intra-ligamentous 
development  of  the  tumour,  but  the  vessels  can  be  found 
and  ligated  without  difficulty.  When  spread  out  over  the 
tumour,  they  are  best  picked  up  (especially  the  veins)  by 
passing  a  blunt  aneurism  needle  under  them.  The  round 
ligament  may  be  widely  separated  from  the  ovarian  vessels. 
A  separate  ligature  is  placed  to  secure  the  vessels  of  the 
round  ligament.  Clamps  are  placed  to  control  reflux 
hsemorrhage.  The  round  ligament  is  then  cut  through  and 
the  peritoneum  in  front  of  the  tumour  is  incised,  and  the 
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incision  is  carried  across  the  front  of  the  uterus  to  the 
opposite  side.  The  bladder  is  then  pushed  down,  and  the 
peritoneum  is  pushed  off  the  anterior  face  of  the  tumour. 
Careful  search  is  made  for  the  ureter,  as  in  such  cases  it 
may  run  over  the  anterior  face  of  the  tumour,  although  I 
have  never  found  it  in  this  location.  The  ovarian  vessels 
are  next  divided,  and  the  peritoneum  is  incised  on  the 
posterior  face  of  the  tumour.  The  tumour  is  then  enu- 
cleated by  making  traction  upon  it  with  the  hand  or  with 
volsellum  forceps,  and  by  pushing  the  peritoneum  and 
connective  tissue  off  from  the  tumour  with  a  sponge.  At 
this  stage  all  vessels  have  been  secured  except  the  uterine 
artery  upon  one  side,  and  if  the  tumour  is  peeled  out  of  its 
bed  by  pushing  the  connective  tissue  away  with  a  sponge, 
no  haemorrhage  results.  After  enucleation  and  delivery  of 
the  tumour,  the  uterine  vessels  upon  the  involved  side  can 
be  ligated  in  the  usual  way. 

When  both  broad  ligaments  are  distorted  by  intra- 
ligamentous development  of  the  tumour  or  tumours,  I  have 
in  some  cases  placed  temporary  ligatures  internal  to  the 
ovaries  upon  both  sides  to  control  haemorrhage  from  the 
ovarian  arteries.  By  placing  clamps  near  the  horns  of  the 
uterus  to  control  reflux  haemorrhage,  the  upper  border  of 
the  broad  ligaments  can  be  cut  through  and  the  vessels  of 
the  round  ligaments  secured  in  the  usual  way,  and  the 
tumours  enucleated  by  traction  and  pressure  with  a  sponge 
as  already  described.  After  delivery  of  the  tumours  liga- 
tion of  the  uterine  vessels  is  simple.  The  cervix  is  then 
amputated  and  closed.  Permanent  ligatures  are  placed 
external  to  the  ovaries  and  the  appendages  are  removed. 
Finally,  the  peritoneal  flap  is  sutured  in  the  usual  manner. 
This  method  is  especially  valuable  when  the  tumour  is 
impacted  in  the  pelvis,  and  the  appendages  are  densely 
adherent  beneath  the  tumour.  When  using  Kelly's  method 
1  have  usually  made  the  first  step  of  the  operation  the  liga- 
tion of  the  ovarian  artery  upon  the  "  involved  side,"  other- 
wise following  the  directions  laid  down  by  Kelly. 
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A  few  steps  in  the  operation  are  of  sufficient  importance 
to  be  worthy  of  recapitulation.  Fine  silk  or  catgut  should 
be  employed  for  mass  ligatures,  and  a  relatively  small 
amount  of  tissue  should  be  included  in  each  ligature.  The 
four  main  arteries  should  each  have  a  separate  ligature  of 
fine  silk  placed  upon  it,  in  addition  to  the  mass  ligature. 
By  following  this  rule  I  have  never  had  either  a  primary  or 
a  secondary  haemorrhage  after  hysterectomy.  The  value  of 
a  sponge,  held  in  a  sponge-holder,  to  push  off  the  broad 
ligaments  from  the  uterus  or  from  the  tumour,  cannot  be 
over-estimated.  This  point  in  technique  I  learned  from  Dr. 
Kelly.  It  greatly  facilitates  and  renders  practically  blood- 
less the  enucleation  of  tumours.  After  the  upper  portion  of 
the  broad  ligament  is  divided,  including  the  round  ligament, 
the  remainder  of  the  broad  ligament  contains  only  connec- 
tive tissue,  which  is  easily  pushed  away  from  the  tumour  or 
the  uterus.  No  cutting  instrument  is  needed  for  this  pur- 
pose. I  prefer  to  close  the  cervical  stump  with  a  few  catgut 
sutures,  to  guard  against  possible  secondary  infection  from 
the  vagina.  In  all  cases  when  practicable  the  uterus  is 
curetted,  and  the  uterine  cavity  washed  out  as  a  preparatory 
step  to  the  hysterectomy.  By  using  catgut  in  the  cervix 
and  for  mass  ligatures,  the  silk  ligatures  near  the  cervix  are 
reduced  to  two  fine  individual  ligatures.  This  method 
reduces  the  risk  of  infection  of  the  pedicle  ligatures  to  a 
minimum,  and  practically  to  zero. 

The  Present  Status  of  Supra-Vaginal  Amputation  for  Myo- 
fibromata  of  the  Uterus. — In  order  to  determine  the  mor- 
tality of  supra-vaginal  amputation  for  myo-fibroma  of  the 
uterus,  I  have  secured  the  statistics  of  Drs.  Kelly,  Baldy, 
Penrose  and  Boldt  for  the  past  three  years,  and  my  own 
statistics  since  I  began  to  perform  the  operation  in  1891.  It 
is  believed  that  the  results  of  a  few  well-known  gynaecolo- 
gists for  a  definite  length  of  time,  will  give  a  more  correct 
approximation  of  the  present  mortality  of  the  operation 
than  a  collection  of  cases  from  a  larger  number  extending 
over  varying  periods  of  time. 
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155 

7 

56 

2 

57 

4 

II 

0 

66 

4 

345 

17  =  49  % 

Supra-Vaginal  Amputations  for  Myo-Fibromata  of  the  Uterus 
for  the  Years  1894,  1895,  1896. 

Operator.  Cases.  Deaths. 

Dr.  Howard  A.  Kelly 

Dr.  John  M.  Baldy 

Dr.  Charles  B.  Penrose... 

Dr.  Herman  J.  Boldt     ... 

Dr.  Charles  P.  Noble,*  May  28,  1891,  to  April  5, 1897 

Total  ... 


Total  Hysterectomy  for  Myo-Fibromata  of  the  Uterus. 

Operator.  Cases.  Deatlis. 

Dr.  Wm.  M.  Polk,t  1894,  1895,  1896       24  I 

Dr.  Herman  J.  Boldt,  1894,  1895,  1896    ...  ...      28  i 

1893.  1897  27  I 

„  prior  to  1893  ...  ...      21  7 


*  Ten  hystero-myomectomies  were  performed  prior  to  1894,  and  six 
hystero-myomectomies  in  1897.  Of  the  sixty-six  hysterectomies,  the 
first  three  were  treated  by  the  extra-peritoneal  method ;  in  two  the 
Koeberl^  serre-noeud  was  used,  and  in  one  the  rubber  ligature ;  in  two 
cases  abdominal  pan-hysterectomy  was  performed,  and  in  one  combined 
vaginal  and  abdominal  pan-hysterectomy. 

t  It  was  intended  to  have  a  similar  number  of  cases  to  report, 
operated  upon  by  prominent  advocates  of  total  hysterectomy  for  fibroid 
tumours.  Drs.  Polk  and  Boldt  kindly  sent  their  statistics,  but  the  other 
gentlemen  who  were  asked  failed  to  respond.  The  statistics  of  Drs. 
Polk  and  Boldt  not  being  sufficient  to  make  a  fair  comparison,  Olshau- 
sen's  table,  which  is  the  latest  published,  is  presented.  Dr.  Polk  has 
furnished  his  results  in  vaginal  hysterectomy  for  fibroid  tumours.  He 
has  had  twenty-one  vaginal  hysterectomies,  with  one  death.  Dr.  Boldt 
performed  eleven  supra-vaginal  amputations  of  the  uterus  for  fibro- 
myomata  in  1896  and  1897.  He  writes  that  he  looks  upon  this  opera- 
tion ^'  with  more  favour  than  formerly,  and  may  do  it  more  and  more." 
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Comparison  of  Results  in  Supra-Vaginal  Amputation  and  in 
Total  Extirpation  of  the  Uterus.  (R.  Olshausen,  M.D., 
Veit's  "  Handbuch  der  Gynakologie,"  1897,  p.  713.) 


Su^-  Vaginal  Amputatum, 

Total  Extirpation 

. 

Operator. 

Na    Deaths. 

Operator. 

No. 

Deaths. 

Zvofel 

122          5 

A.  Martin 

...       90 

6 

Treob      

100       7 

Lennander 

...        16 

I 

Oldiansei),  1S92-96 

100        6 

Polk 

...        16 

2 

Chrobak 

42        2 

Chrobak   ... 

20 

0 

30        I 

Schauta    ... 

...       61 

5 

Rongc      

27        1 

Boldt 

...        19 

6 

Bmx          

34        2 

Kustner    ... 

20 

3 

Bcennecke 

26       0 

79 

8 

Jobamnovsky 

23        4 

HaU 

10 

I 

Mann        

15         I 

Doyen 

...      28 

4 

L6oote,  1887-94  — 

26        0 

D^lageni^re 

20 

I 

Gofie,  1888-95     ••> 

15     I 

Jacob       ... 

...      15 

6 

Johnson 

17     I 

Snegireff  ... 

..      23 

0 

Lanweis 

26     I 

Carle        ... 

-.      54 

I 

Dd&rez,  1890,  un- 

Krug 

17 

2 

til  August,  1895 

50       5 

Le  Bee    ... 

19 

3 

T^iillon,  nntil  1892 

36       3 

Smyly      ... 

11 

I 

Leopold 

21       0 

Tmnfier's  Clinic    ... 

45        4 

Kostacr 

50        I 

Total      ... 

806      45  =  5'^ 

>  %                Total 

..     520 

50  =  9-6% 

Comparison  of  Supra-vaginal  Amputation  with  Total  Ex- 
tirpation.— ^A  comparison  of  the  tables  presented  indicates 
that  the  mortality  of  supra-vaginal  amputation  is  a  little 
more  than  one  half  that  of  total  extirpation  for  myo- 
fibromata  of  the  uterus.  This,  I  believe,  represents  the 
relative  risks  of  the  two  operations.  My  personal  ex- 
perience with  total  extirpation  for  fibroid  tumours  is  small : 
but  in  the  cases  of  fibroid  tumour,  in  those  of  inflammatory 
disease,  and  in  cases  of  cancer,  it  has  been  sufficient  to  give 
me  a  realisation  of  the  much  greater  technical  difficulties 
of  total  extirpation  as  compared  with  supra-vaginal  amputa- 
tion. From  my  standpoint,  the  disadvantages  of  total 
extirpation  as  compared  with  supra-vaginal  amputation  are 
as  follows  : — (i)    The  operation  requires  a  longer  time — 
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probably  fifteen  minutes  longer.  (2)  Haemostasis  is  not  so 
satisfactory,  because  in  addition  to  the  ovarian  and  the 
uterine  arteries,  branches  from  the  vaginal  and  the  middle 
haemorrhoidal  arteries  must  be  dealt  with.  (3)  The  vagina 
is  opened,  and  although  this  may  be  cleaned  previously  it 
cannot  be  done  perfectly,  and  the  risks  of  infection  from 
soiling  the  fingers  or  instruments,  and,  secondarily,  the 
peritoneum,  are  increased.  (4)  Even  if  the  operation  is 
carefully  done,  and  the  peritoneal  cavity  is  shut  off  by  a 
continuous  symperitoneal  suture,  it  is  still  necessary  to 
employ  drainage  of  the  subperitoneal  space — ^that  is,  the 
bases  of  the  broad  ligaments  and  the  cut  vaginal  walls. 
This  entails  a  granulating  wound,  infected  ligatures,  and  the 
possibility  of  septic  absorption. 

The  single  advantage  which  total  extirpation  has  over 
supra-vaginal  amputation  is,  that  in  certain  cases  the  cervix 
is  diseased,  and  in  such  cases  it  is  best  to  remove  it.  Those 
who  favour  total  extirpation  allege  also  that  if  the  cervix  is 
not  removed,  at  times  it  becomes  the  seat  of  cancer. 

It  is  alleged  by  the  opponents  of  supra-vaginal  amputa- 
tion, that  if  not  removed  the  cervix  will  slough,  that  sup- 
puration will  occur  under  the  peritoneal  flap,  and  that  the 
ligatures  in  the  cervix  and  about  the  uterine  arteries  will 
become  infected  and  give  rise  to  subsequent  trouble. 

My  experience  is  the  reverse  of  this.  Some  years  ago 
when  I  employed  silk  exclusively  as  suture  material,  I  did 
have  late  infection  in  a  few  cases  from  the  cervical  canal, 
and  these  patients  were  annoyed  until  the  sutures  were 
discharged.  Since  using  catgut  in  suturing  the  cervix  and 
for  mass  ligatures,  I  have  had  no  trouble  whatever.  In 
none  of  the  cases  has  suppuration  occurred  under  the  flap 
of  peritoneum,  and  this  statement  is  equally  true  of  hys- 
terectomy for  pelvic  inflammation.  The  more  recent  bac- 
teriological studies  have  shown  that  Schroeder  and  his 
disciples  entertained  an  undue  fear  of  infection  from  the 
uterine  and  the  cervical  canal ;  and  were  this  not  the  case, 
the  practical  experience  of  those  who  perform  supra-vaginal 
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amputation  has  proved  this  to  be  true.  When  the  cervix 
sloughs  or  infection  takes  place,  the  reason  is  to  be  sought 
rather  in  faulty  ligation  and  in  infection  from  the  operator's 
fingers,  and  these  preventable  accidents  should  not  be 
attributed  to  infection  from  the  cervical  canal. 

A  practical  point  bearing  upon  the  relative  merits  of 
supra-vaginal  amputation  versus  total  hysterectomy  is  the 
fact  that  a  number  of  the  advocates,  in  America,  of  total 
hysterectomy  have  adopted  vaginal  hysterectomy  for  small 
tumours.  This  is  not  true  of  those  who  perform  supra- 
vaginal amputation.  Were  the  advocates  of  total  hysterec- 
tomy satisfied  with  their  results,  they  would  not  adopt  an 
inferior  procedure.  This  tendency,  it  seems  to  me,  is  to  be 
explained  by  the  relative  crudeness  of  the  technique  of  total 
hysterectomy.  Those  who  perform  this  operation  are 
accustomed  to  the  idea  of  having  the  ligatures  about  the 
uterine  arteries  and  those  about  the  cut  vaginal  walls 
become  infected  and  come  away  by  necrosis  and  suppura- 
tion. They  are  accustomed  to  the  idea  of  a  granulating 
infected  wound,  and  to  drainage  of  the  supra-vaginal  (sub- 
peritoneal) space.  Those  who  employ  the  less  perfected 
technique,  and  who  omit  the  suturing  of  the  peritoneum  to 
shut  off  the  peritoneal  cavity  from  the  wound,  employ 
drainage  of  the  healthy  peritoneum.  Habituated  as  they 
are  to  an  infected  granulating  wound  with  more  or  less 
necrosis,  and  to  gauze  drainage  and  more  or  less  foul 
vaginal  discharges,  they  can  contemplate  vaginal  hysterec- 
tomy without  repugnance.  The  after  consequences  of  the 
two  are  similar  in  kind,  although  greater  in  degree  in 
vaginal  hysterectomy.  To  those  who  perform  total  hys- 
terectomy it  becomes  more  a  question  as  to  whether  they 
prefer  to  operate  from  above  or  from  below. 

On  the  other  hand,  because  of  the  perfection  of  its 
technique,  those  who  perform  supra-vaginal  amputation 
have  to  deal  only  with  the  healing  process  after  the  operation 
is  completed.  Inflammation,  infection  of  ligatures,  necrosis, 
drainage  and  foul  discharges,  have  been  eliminated.     Hence 
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to  them  vaginal  hysterectomy  is  repugnant  because  it  would 
compel  them  once  more  to  contend  with  the  disagreeable 
and  more  or  less  dangerous  consequences  of  a  crude  tech- 
nique which  they  have  eliminated  from  their  work. 

Since  it  has  been  demonstrated  that  drainage  is  necessary 
only  in  the  rarest  instances  in  pelvic  surgery,  supra-vaginal 
amputation  meets  every  indication.  The  necessity  for  drain- 
age is  obviated  by  the  careful  ligation  of  bleeding  points  and 
thorough  aseptic  work.  When  the  peritoneum  is  unavoid- 
ably soiled  by  pus  or  other  discharges,  the  pelvis  should  be 
carefully  washed  with  normal  salt  solution  to  wash  away  or 
to  dilute  as  much  as  possible  the  infectious  material.  After 
the  cleansing  has  been  thoroughly  done,  the  peritoneal  cavity 
is  filled  with  normal  salt  solution,  so  as  to  further  dilute  the 
infectious  material  and  to  scatter  any  germs  which  may 
remain.  In  this  way  a  given  portion  of  peritoneum  has  to 
deal  with  a  minimum  number  of  germs. 

Vaginal  Hysterectomy  for  Fibro-myomata, — ^The  scope  of 
this  paper  will  not  permit  a  careful  inquiry  into  the  relative 
status  of  supra-vaginal  amputation  of  the  uterus  and  vaginal 
hysterectomy  for  fibroid  tumours.  My  own  experience  with 
the  latter  operation  embraces  but  a  single  case,  which  I  was 
driven  to  perform  to  arrest  haemorrhage  after  a  vaginal 
myomectomy.  Leaving  aside  any  question  as  to  the  relative 
mortality  of  the  two  operations,  which  probably  is  a  question 
of  the  operator  rather  than  of  the  operation,  my  objection 
to  vaginal  hysterectomy  for  fibroid  tumours  is  fundamental. 
Vaginal  hysterectomy  violates  several  principles  which  in 
my  judgment  should  be  the  foundation  of  modern  gynaeco- 
logical surgei-y. 

(i)  It  violates  the  principles  of  true  conservatism.  Myo- 
mectomy and  not  hysterectomy  is  the  ideal  operation  for 
fibroid  tumours.  Myomectomy  by  the  vaginal  route  is  not 
practicable  except  for  small  fibroids  ;  and  even  when  the 
tumours  are  small,  unless  the  tumour  is  sub-mucous  or 
springs  from  the  uterus  low  down,  the  operation  is  best  done 
from  above. 
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(2)  Vaginal  hysterectomy  by  the  clamp  method,  and  even 
by  the  ligature  method,  entails  the  deliberate  induction  of 
the  process  of  sloughing,  which  is  repugnant  to  all  refine- 
ment in  surgical  technique. 

(3)  When  clamps  are  used  it  is  necessary  to  employ 
drainage  even  in  the  healthy  peritoneal  cavity,  in  order  to 
shut  oflf  the  general  peritoneal  cavity  with  gauze  from  the 
sloughing  field  of  operation. 

These  objections  to  vaginal  hysterectomy  for  fibroid 
tumours  are  so  obvious,  that  in  my  judgment  it  will  be  aban- 
doned in  favour  of  abdominal  section. 

Removal  of  the  Ovaries  for  Fibroid  Tumours, — ^The  removal 
of  the  ovaries  for  fibroid  tumours  as  a  substitute  for  hys- 
terectomy no  longer  offers  any  advantages  except  in  rare 
instances.  As  a  general  statement  the  mortality  of  the  two 
operations  is  about  the  same.  When  it  is  considered  that 
when  hysterectomy  is  performed  if  the  patient  recovers  the 
disease  is  definitely  cured,  whereas  if  the  ovaries  are 
removed  the  convalescence  is  necessarily  a  slow  one,  and 
that  in  a  definite  percentage  of  cases  the  tumours  continue 
to  grow  or  bleed,  there  can  be  no  question  as  to  which 
operation  is  preferable.  I  would  remove  the  ovaries  for 
fibroids  only  in  the  case  of  small  tumours  with  persistent 
haemorrhage,  palliative  measures  having  failed.  If  driven  to 
operate  under  these  circumstances,  and  the  patient  seemed 
too  feeble  to  stand  anaesthesia  for  the  length  of  time  neces- 
sary to  perform  hysterectomy,  I  would  remove  the  ovaries. 
My  experience  with  the  operation  embraces  twelve  cases. 
In  one  only  one  appendage  was  removed,  as  it  was  im- 
possible to  find  the  other  one.  In  this  case  the  cervix  was 
amputated  and  the  uterine  arteries  ligated  from  the  vagina  ; 
some  weeks  after  the  ovaries  were  removed.  The  last 
operation  was  done  in  1893.  All  the  patients  recovered 
from  the  operation,  and  the  final  results  were  fairly  satis- 
factory. 

Early  Operation  for  Fibroid  Tumours. —  The  foregoing 
table  indicates  that  the  mortality  of   supra-vaginal   ampu- 
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tation  of  Ihe  uterus  for  fibroid  tumours,  under  the  conditions 
which  exist  at  present,  is  5  per  cent.  Unquestionably 
this  mortality  rate  is  greater  than  it  otherwise  would  be, 
were  it  not  for  the  fact  that  both  surgeons  and  practitioners 
are  still  influenced  by  the  traditional  teaching  that  fibroid 
tumours  should  only  be  removed  when  they  directly  threaten 
life,  or  produce  such  symptoms  as  to  render  existence  insup- 
pqrtable.  The  tendency  has  been  to  postpone  operation 
until  the  patient  is  greatly  reduced  by  repeated  haemorrhages 
and  is  suffering  from  chronic  anaemia.  In  other  cases,  in 
which  disease  of  the  uterine  appendages  exists  as  a  compli- 
cation, the  women  are  advised  to  submit  to  operation  only 
after  repeated  attacks  of  peritonitis.  These  attacks  have  not 
only  broken  their  general  health,  but  also  have  rendered 
operation  more  difficult  and  dangerous  through  the  forma- 
tion of  dense  adhesions.  Pressure  symptoms  compel  others 
to  submit  to  operation.  The  tumours  may  press  upon  the 
bladder,  ureters,  or  bowels.  In  immense  tumours  the  mere 
bulk  of  the  growth  may  embarrass  the  abdominal  and 
thoracic  organs.  Other  cases  are  complicated  by  the  occur- 
rence of  calcareous,  necrotic  and  sarcomatous  degeneration  ; 
in  other  words,  the  policy  of  delay,  which  has  been  followed 
almost  universally  in  the  past,  has  had  the  result  that  a  large 
percentage  of  the  patients  submitting  to  operation  for 
fibroid  tumour  have  been  in  bad  general  condition.  One 
hazards  little  in  making  the  statement  that  the  risk  of 
removing  an  uncomplicated  fibroid  tumour  from  a  woman 
in  good  general  condition  by  supra-vaginal  amputation  of 
the  uterus  is  not  more  than  i  or  2  per  cent,,  and  this 
percentage  is  an  allowance  for  the  possibility  of  accidental 
infection,  and  the  possible  occurrence  of  accidents,  which 
are  common  to  all  surgical  operations. 

As  bearing  upon  the  question  of  early  versus  late  opera- 
tion for  fibroids,  the  following  analysis  of  my  own  cases  of 
hysterectomy  is  presented,  showing  the  various  degenera- 
tions and  complications  which  were  encountered  : — 
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Cystic  degenenttion  3 

Sarcomatous  degeneration*         ...    .     3 

Calcareous  degeneration 3 

Necrosis  of  the  tumour ...  2 

Bilateral  hydro-salpinx 4 

Unilateral  hydro-salpinx 4 

Bilateral  pyo-salpinx        4 

Unilateral  pyo-salpinx      2 

Unilateral  ovarian  cjrst     4 

Bilateral  dermoid  ovarian  cyst I 

Parovarian  cyst      I 

Ovarian  cyst,  ruptured  tubal  pregnancy,  appendicitis  ...  I 

Intra-ligamentous  development  of  the  tumour 6 

The  number  of  myomata  was  not  noted,  and  the  number 
of  cases  in  which  m3rxomatous  degeneration  was  present 
was  not  noted,  although  a  considerable  number  have  been 
met  with.  In  i  case,  in  which  bilateral  hydro-salpinx 
and  an  ovarian  tumour  complicated  a  fibroid  tumour  of  the 
uterus,  carcinoma  of  the  pelvis  developed  within  a  year  after 
the  operation.  Whether  the  uterus  or  the  ovary  was  the 
original  seat  of  the  carcinoma  is  not  known. 

A  review  of  this  table  indicates  that  20  of  these  women 
would  have  died  as  a  result  of  degeneration  in  the 
tumour  itself,  or  of  the  complicating  disease  of  the  tubes 
or  ovaries.  Among  the  20  is  included  i  case  in  which  a 
calcareous  fibroid  had  produced  renal  disease  by  pressure 
on  the  right  ureter  in  a  woman  67  years  of  age. 

It  is  difficult  to  estimate  the  number  that  would  have 
died  directly  or  indirectly  from  haemorrhage  ;  from  chronic 
anaemia,  the  result  of  haemorrhage  ;  and  from  intercurrent 
diseases,  the  result  of  malnutrition.  It  is  a  safe  statement 
that  from  20  to  25  of  these  women  would  have  died  as  a 
result  of  their  disease — ^that  is,  from  30  to  38  per  cent. 

Thirteen  women,  or  20  per  cent.,  had  passed  the 
usual  period   of  the  menopause,  when,  according  to  the 

*  In  one  the  diagnosis  was  not  absolute.  The  tumour  was  necrotic, 
and  the  diagnosis  of  the  pathologist  was  sarcoma  or  necrotic  fibroid. 
The  patient  died  within  a  year  of  symptoms  suggestive  of  sarcoma  of 
the  liver. 
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traditional  theory,  they  should  have  been  relieved  of  their 
symptoms,  or  their  tumours  should  have  atrophied. 

Three  cases  of  cancer  of  the  cervix,  in  which  hyster- 
ectomy was  not  performed,  have  been  observed.  In  one 
the  Apostoli  method  of  treatment  had  been  applied  for 
months  in  Paris  ;  in  another  a  hysterectomy  was  attempted, 
and  abandoned  owing  to  malignant  infiltration  of  the  broad 
ligaments ;  in  the  third,  operation  was  advised  against 
because  of  cancerous  infiltration  of  the  broad  ligaments. 
These  3  cases,  added  to  the  3  sarcomata  and  the  one  case 
of  carcinoma  already  mentioned,  indicate  that  malignant 
disease  may  be  a  more  frequent  complication  of  fibroid 
tumours  than  is  usually  believed. 

Necrosis  of  fibroid  tumours  is  more  common  in  the 
sub-mucous  variety  than  in  intra-mural  or  sub-peritoneal 
tumours.  Of  17  fibroid  tumours  which  I  have  removed  per 
vaginam  5  were  necrotic.  These  5  cases  added  to  the  2 
in  which  hysterectomy  was  performed,  makes  a  total  ex- 
perience of  7  cases  of  necrosis  among  the  operative  cases. 

Several  other  cases  of  necrosis  and  suppuration  of  fibroid 
tumours  have  come  under  my  observation.  One  is  of 
especial  interest  from  the  standpoint  of  the  doctrine  that 
fibroid  tumours  cease  to  give  trouble  after  the  menopause. 
This  lady  was  the  wife  of  a  physician,  who  years  ago  had  a 
local  reputation  as  an  ovariotomist.  From  the  age  of  35  to 
55  she  was  an  invalid  because  of  haemorrhages  due  to  a 
fibroid  tumour.  The  menopause  was  established  at  55  and 
her  health  improved,  but  she  never  became  well.  When 
more  than  70  years  of  age  she  took  a  ride  over  a  rough 
country  road.  The  jolting  interfered  with  the  circulation  in 
the  tumour,  and  necrosis  followed.  A  large  pelvic  abscess 
formed,  and  of  this  eventually  she  died.  When  she  came 
under  my  observation,  owing  to  her  age,  her  bad  general 
condition,  and  the  presence  of  an  acute  bronchitis,  opera- 
tion was  not  advisable.  This  woman  waited  through  twenty 
years  of  invalidism  for  the  menopause.  She  was  then  a 
semi-invalid  for  the  remainder  of  her  life,  and  finally  died 
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of  her  tumour,  after  having  suffered  more  or  less  from  it  for 
more  than  thirty-five  years.  This  case  was  regarded  for 
many  years  as  an  example  of  spontaneous  cure  of  a  fibroid 
tumour  after  the  menopause. 

Young  women  who  are  not  operated  upon  must  run 
the  risk  of  pregnancy  and  labour  complicated  by  a  fibroid 
tumour.  This  risk  varies  with  the  size  and  location  of  the 
tumour.  In  considering  the  disadvantages  of  the  policy  of 
delay  in  the  treatment  of  fibroid  tumours,  this  factor  must 
not  be  overlooked. 

A  study  of  my  cases  of  hysterectomy  indicates  that 
from  30  to  38  per  cent,  of  the  women  would  have  died 
as  a  result  of  their  disease  without  operation.  This  is 
to  be  contrasted  with  the  mortality  of  6  per  cent,  which 
followed  the  operation.  A  study  of  the  4  fatal  cases 
shows  that  in  3  of  them  the  fatal  termination  is  fairly 
attributable  to  the  policy  of  delay.  The  first  death  (Case 
No.  15)  occurred  in  a  sterile  married  woman,  aged  45.  She 
had  a  multi-nodular  uterine  fibroma,  with  bilateral  hydro- 
salpinx. She  was  much  broken  down  in  health,  and  had 
had  numerous  attacks  of  pelvic  peritonitis.  She  died  of 
septic  peritonitis  three  days  after  the  operation,  which  at  the 
time  was  attributed  to  infection  from  rupture  of  the  hydro- 
salpinx during  the  operation.  There  can  be  no  doubt  that  a 
very  direct  relation  existed  between  her  feeble  condition, 
due  to  chronic  invalidism,  and  the  fatal  termination.  The 
second  death  (Case  No.  23)  occurred  in  a  widow,  aged  67, 
mother  of  one  child.  She  had  a  multinodular  uterine 
fibroma.  One  nodule,  which  filled  the  abdomen,  had 
become  cystic  ;  another,  which  filled  the  pelvis,  was  cal- 
careous. The  pelvic  nodule  upon  examination  presented 
a  close  similarity  to  a  fcetal  head,  and  made  the  case  some- 
what suggestive  of  an  extra-uterine  pregnancy,  with  death 
of  the  foetus  at  term.  The  calcareous  fibroid  by  pressure  on 
the  right  lu-eter  had  caused  disease  of  the  right  kidney. 
Owing  to  the  age  of  the  patient  and  the  existence  of  chronic 
nephritis,  a  bad  prognosis  was  given,  but  the  patient 
VOL.  XIII. — NO.  49.  6 
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insisted  upon  operation  because  of  the  torment  which  she 
suffered  from  a  never-ceasing  desire  to  empty  the  bladder. 
This  symptom  had  resisted  long-continued  medical  treat- 
ment. The  patient  stated  that  she  had  conscientious 
scruples  against  committing  suicide,  but  unless  it  were 
certain  that  the  operation  would  be  fatal  she  wished  it 
performed.  She  died  of  suppression  of  urine  on  the  fifth 
day.  This  death  undoubtedly  is  to  be  charged  to  the  policy 
of  delay.  It  is  a  striking  commentary  upon  the  promises 
which  were  held  out  to  this  woman,  that  if  she  had  patience 
to  wait  until  the  menopause  her  symptoms  would  disappear. 
Her  history  makes  it  probable  that  the  tumour  began  to 
grow  when  she  was  38  years  of  age.  The  menopause  was 
established  at  52.  The  third  death  (Case  No.  49)  occurred 
in  a  sterile  married  woman,  aged  32.  She  had  been  a  semi- 
invalid  for  some  years,  but  was  in  fair  general  condition. 
She  died  at  the  end  of  ten  days,  either  from  a  late  septic 
infection  or  from  intestinal  auto-intoxication.  No  autopsy 
was  permitted.  This  patient,  after  having  slight  fever  for 
one  day,  did  well  until  the  eighth  day.  The  temperature 
and  pulse  were  normal,  the  appetite  was  good,  the  wound 
healed  by  primary  union,  and  she  was  in  excellent  condition 
and  spirits.  At  the  end  of  eight  days  she  began  to  vomit, 
and  vomited  incessantly  until  her  death.  The  abdomen 
continued  scaphoid,  the  bowels  moved  without  trouble,  no 
exudate  could  be  felt  in  the  pelvis,  nor  was  there  any  pain 
in  any  part  of  the  abdominal  cavity.  Shortly  before  her 
death  there  was  a  slight  rise  of  temperature.  The  death 
was  an  anomalous  one.  The  fourth  death  (Case  No.  51) 
occurred  in  a  married  woman,  aged  35,  a  multipara.  She 
had  a  large  multinodular  fibroid  tumour.  One  nodule 
extended  to  the  ribs,  another  nodule  was  incarcerated  in 
the  pelvis.  She  had  a  right  pyo-salpinx  and  extensive 
bowel  adhesions,  including  the  vermiform  appendix.  The 
adherent  pelvic  tumour  was  delivered  with  difficulty,  and 
only  after  considerable  traction.  The  tumour  and  diseased 
appendages  were  removed,  and  also  the  vermiform  appendix. 
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The  bowel,  although  not  perforated,  was  wounded  at  two 
points,  which  were  sutured.  She  died  within  forty-eight 
hours  of  acute  peritonitis.  A  small  rent  was  present  in  the 
rectum,  which  was  produced  when  the  adherent  tumour 
was  delivered,  and  which  was  overlooked  when  the  condi- 
tion of  the  bowel  was  examined  after  the  removal  of  the 
tumour.  Her  death  was  greatly  hastened  by  an  enema  of 
Epsom  salts,  glycerine,  turpentine  and  water,  a  part  of 
which  escaped  into  the  peritoneal  cavity.  This  death  was 
due  to  an  accident,  which  in  turn  was  due  to  delay  in 
operation  until  the  tumour  became  large  enough  to  be 
firmly  impacted  and  adherent  in  the  pelvis. 

The  evidence  which  has  been  presented  is  clearly  not  in 
accord  with  the  traditional  theories  and  practice  concerning 
fibroid  tumours  of  the  uterus.  It  seems  to  me  that  the  time 
has  arrived  when  fibroid  tumours  should  be  considered  from 
the  modern  instead  of  the  ancient  standpoint.  The  theory 
of  the  natural  cure  of  fibroid  tumours  by  the  menopause 
should  be  sharply  revised.  It  is  true  that  in  a  certain 
number  of  cases  the  tumours  become  smaller  after  the 
menopause,  and  it  is  possible  that  in  some  cases  they  have 
disappeared.  The  evidence  on  this  latter  point,  however,  is 
very  unsatisfactory.  On  the  other  hand,  the  menopause  is 
not  established  at  the  age  of  45,  and  frequently  not  until  the 
age  of  55.  In  a  large  percentage  of  cases  the  tumours  con- 
tinue to  grow,  undergo  degenerative  changes,  or  produce 
such  suffering  after  the  menopause  that  operation  is  neces- 
sary ;  in  other  words,  a  practitioner  is  not  warranted  in 
promising  a  woman  having  a  fibroid  that  if  she  will  submit 
to  the  sufferings  due  to  the  tumour  until  the  menopause  is 
established,  she  may  expect  to  be  free  from  them  thereafter. 
Ample  evidence  is  available,  of  a  character  similar  to  that 
which  has  been  presented  in  this  paper,  to  satisfy  those  with 
a  mind  open  to  conviction,  that  the  traditional  teaching 
concerning  the  real  gravity  of  fibroid  tumours  greatly 
minimises  the  danger  of  these  growths.  There  is  as  much 
difference  between  the  traditional   and  actual  estimate  of 
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their  gravity  as  between  the  risks  of  operation  for  fibroids 
ten  years  ago  and  at  the  present  time. 

The  facts  which  have  been  presented  inevitably  force  the 
conclusion  that  the  proper  line  of  practice  in  the  treatment 
of  fibroid  tumours  is  to  operate  early,  while  the  tumours  are 
small,  and  before  the  health  of  the  patient  has  been  broken 
down.  This  is  the  truest  conservatism,  (i)  It  conserves 
the  life  of  the  patient  by  ensuring  a  low  death  rate  after 
operation.  (2)  It  conserves  the  integrity  of  the  organs  of 
generation  by  making  it  possible  to  perform  myomectomy 
in  a  larger  percentage  of  cases.  (3)  It  offers  years  of  useful- 
ness and  good  health  as  contrasted  with  years  of  invalidism 
or  a  semi-invalidism. 

The  so-called  conservatism  of  the  past  conserves  only  the 
continued  growth  of  the  tumour  and  the  continued  ill-health 
of  the  patient,  two  objects  in  favour  of  which  it  is  difficult 
to  adduce  arguments. 

So  difficult  is  it  to  shake  off  early  teachings,  which  later 
become  prejudices,  that  I  still  find  myself  advising  delay  in 
the  case  of  small  tumours,  more  especially  the  multinodular 
sub-peritoneal  variety,  which  are  producing  few  or  no 
symptoms,  in  women  who  are  approaching  the  period  of  the 
menopause;  although  I  very  much  question  whether  the 
risk  of  even  such  tumours  is  not  greater  than  the  operation 
for  their  removal. 

From  time  to  time,  as  the  evidence  in  favour  of  early 
operation  became  greater,  I  have  advocated  a  wider  de- 
parture from  the  lines  of  practice  which  formerly  were 
generally  followed." 

To  advocate  a  departure  from  traditional  practice  renders 
one  liable  to  the  charge  of  radicalism,  and  perhaps  on  this 
account  less  has  been  said  than  otherwise  would  have  been 
concerning  early  operation  for  fibroid  tumours.  To  be  con- 
sidered radical  is  unpopular ;  but  the  time  has  now  arrived 
when  the  more  rational  practice  may  be  advocated  upon  the 
grounds  of  genuine  conservatism. 

Myomectomy, — Myomectomy  is  the  ideal  operation   for 
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fibroid  tumours  of  the  uterus.  It  not  only  cures  the  patient 
of  her  disease,  but  restores  her  sexual  organs  to  functional 
integrity.  The  next  advance  in  the  treatment  of  fibroid 
tumours  will  be  the  early  resort  to  operation,  with  the  dis- 
tinct purpose  of  substituting  myomectomy  for  hysterectomy 
in  a  large  percentage  of  cases.  Myomectomy,  of  course,  is 
only  indicated  in  women  of  child-bearing  age.  My  own 
experience  with  myomectomy  embraces  22  cases,  as  com- 
pared with  66  abdominal  hysterectomies  and  i  vaginal 
hysterectomy ;  5  of  these  cases  were  operated  on  by  the 
abdominal  route  and  17  by  the  vaginal  route.  All  of  them 
not  only  recovered  from  the  operation  but  were  restored  to 
health.  Of  the  cases  operated  upon  per  vaginam,  in  6  the 
cervix,  and,  if  necessary,  the  uterus  was  split  in  order  to 
reach  the  tumour.  I  have  split  the  uterus  bilaterally  far 
above  the  internal  os,  in  order  to  secure  the  room  necessary 
to  enucleate  sub-mucous  or  interstitial  fibroids  situated  near 
the  fundus.  In  such  cases  if  necessary  the  uterine  arteries 
may  be  tied,  but  this  is  seldom  required.  The  incision  in 
the  uterus  should  be  sutured  with  catgut.  Of  the  22  cases, 
as  yet  none  have  returned  with  a  tumour  developing  from 
fibroid  nodules  left  behind. 

Conclusions. 

Surgery  is  indebted  to  America  for  ovariotomy  and  for 
hysterectomy  for  fibroids.  Ovariotomy  was  originated  by 
McDowell  in  1809,  and  hysterectomy  must  be  considered  as 
an  outgrowth  from  it,  the  first  fibroid  tumours  having  been 
operated  upon  with  a  diagnosis  of  ovarian  tumour.  The 
first  hysterectomy  for  a  fibroid  tumour  deliberately  under- 
taken was  performed  by  Kimball  in  1853. 

The  type  of  hysterectomy  in  America  has  been  supra- 
vaginal amputation.  This  method  was  adopted  by  Kimball 
and  by  Burnham  in  1853.  Many  surgeons  of  all  countries 
have  worked  in  this  field,  notably  Schroeder ;  but  in  the 
evolution  of  the  operation  the  steps  in  the  technique  which 
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have  rendered  it  simple  and  safe  have  been  originated  by 
other  American  surgeons.    These  steps  are  notably  : — 

(i)  The  retro-peritoneal  treatment  of  the  stump — Emmet, 
1884 ;  Eastman,  1887  ;  Dudley  and  Goffe,  1890. 

(2)  The  ligation  of  the  trunks  of  the  ovarian  and  the 
uterine  arteries  in  their  course  through  the  broad  ligaments 
— Stimson,  1889  ;  Baer,  1892. 

(3)  Amputation  through  the  cervix  well  below  the  internal 
OS,  and  the  omission  of  constricting  ligatures  in  the  tissues 
of  the  cervix — Baer,  1892.  The  substitution  of  a  few  catgut 
sutures  to  close  the  cervix  and  prevent  secondary  infection 
from  the  vagina  through  the  cervical  canal. 

(4)  The  origination  of  a  systematic  technique  for  the 
removal  of  intra-ligamentous  fibroid  tumours — Pryor,  1894  ; 
Kelly,  1896. 

The  mortality  of  fibroid  tumours  is  greater  than  it  is 
usually  stated.  It  much  exceeds  the  mortality  of  operation 
for  the  cure  of  the  disease. 

The  mortality  of  supra-vaginal  amputation  for  fibroid 
tumours  of  the  uterus  at  the  present  time  is  about  5  per 
cent. 

The  mortality  of  total  hysterectomy  for  fibroid  tumours 
of  the  uterus  at  the  present  time  is  about  9  per  cent. 

The  mortality  of  hysterectomy  is  greatly  increased  by 
the  traditional  policy  of  delay  in  advising  operation  for 
fibroid  tumours,  which  still  influences  both  practitioners  and 
surgeons. 

Early  operation  for  fibroid  tumours  should  be  urged 
upon  the  basis  of  genuine  conservatism  as  contrasted  with 
spurious  conservatism.  Early  operation  ensures  a  low  mor- 
tality. It  permits  the  substitution  of  myomectomy  for 
hysterectomy  in  women  of  child-bearing  age  in  a  larger 
percentage  of  cases  than  is  possible  with  tumours  of  large 
size.  It  conserves  the  life  and  the  health  of  the  patient, 
and  when  myomectomy  can  be  performed,  restores  her 
sexual  organs  to  functional  integrity. 

The  policy  of  delay,  or  spurious  conservatism,  conserves 
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only  the  continual  growth  of  the  tumour.  It  entails  upon 
patients  years  of  invalidism  or  semi-invalidism,  and  subjects 
them  to  much  greater  risks  than  those  of  early  operation. 
Finally,  many  of  those  who  have  suffered  for  years  in  the 
hope  of  relief  without  operation,  are  obliged  to  submit  to 
hysterectomy,  when  their  chances  for  recovery  are  much 
less  than  had  the  operation  been  done  early. 

Myomectomy  is  the  ideal  operation  for  fibroid  tumours. 
The  next  advance  in  the  treatment  of  fibroid  tumours  will 
be  the  acceptance  of  early  operation,  with  the  definite 
purpose  of  substituting  myomectomy  for  hysterectomy  in 
women  of  child-bearing  age,  in  cases  having  only  a  small 
number  of  fibroid  nodules. 
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Sarcoma  of  the  Uterus. 
By  W.  Roger  Williams,  F.R.C.S. 

Fonnerly  Surgeon  to  the  Western  General  Dispensary ^  and  Surgical 
Registrar^  Middlesex  Hospital. 

Our  knowledge  of  this  disease  is  fragmentary  and  im- 
perfect ;  hence,  in  what  follows,  I  shall  oftener  have  to  refer 
to  individual  cases  than  to  generalised  statements.  It  may, 
however,  be  said,  that  all  forms  of  sarcoma  met  with  else- 
where are  also  found  in  the  uterus.  In  this  organ  the 
disease  is  certainly  very  rare,  for  my  analysis  of  2,649  con- 
secutive cases  of  primary  uterine  neoplasms  comprises  only 
two  examples,  whereas  it  includes  1,571  cancers  and  883 
fibro-myomas.  Similarly  of  Gurlt's  4,115  uterine  neo- 
plasms only  eight  were  sarcomatous.  The  considerable 
number  of  cases  of  uterine  sarcoma  lately  reported  suggest 
the  probability  of  the  disease  being  of  rather  more  frequent 
occurrence  than  these  figures  indicate;  and,  contrary  to 
the  prevailing  belief,  it  appears  that  the  cervix  is  as  often 
affected  as  the  corpus. 

For  descriptive  purposes  it  will  be  convenient  to  con- 
sider uterine  sarcomata  under  the  following  heads : — (I.) 
Infantile  forms;  (II.)  The  grape-like  or  botryoidal  fofm  ; 
(111.)  Sarcoma  of  the  mucosa  ;  (IV.)  Sarcoma  of  ih^  paren- 
chyma ;  and  (V.)  Deciduoma  malignum. 

§  I. — Infantile  Forms. 

In  early  life  the  uterus,  like  the  mamma,  is  very  seldom 
attacked  by  any  form  of  malignant  disease.  This  relative 
immunity,  which   contrasts  so  markedly  with  their  subse- 
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quent  proclivity  to  diseases  of  this  type,  is  probably  due  to 
the  rudimentary  condition  of  these  organs  at  birth  and 
during  infancy  ;  for  it  must  be  remembered  that  the  essen- 
tial features  of  their  anatomy  are  almost  entirely  of  post- 
embryonic  origin. 

Although  no  example  of  congenital  malignant  disease  of 
the  uterus  has  hitherto  been  recorded,  it  is  probable  that 
most  infantile  forms  of  the  disease  are  of  blastogenic  origin. 
Of  seventy-three  uterine  sarcomata  tabulated  by  Gusserow,^ 
four  originated  under  the  age  of  20  years.  Most  cases  of 
this  kind  present  as  polypoid  tumours  springing  from  the 
inferior  segment  of  the  uterus;  they  are  usually  multiple 
ah  initio;  and  they  are  often  accompanied  by  polypoid 
excrescences  of  the  adjacent  mucosa.  Not  unfrequently 
they  contain  various  heterotopic  elements,  such  as  striped 
muscle  tissue,  epithelial  islets,  &c.  In  these  and  in  other 
respects  they  much  resemble  the  analogous  growths  met 
with  in  the  vagina  of  children  ;  and,  as  a  matter  of  fact, 
both  organs  are  occasionally  thus  affected  as  well  as  the 
urethra  and  bladder.  It  is  probable  that  these  neoplasms 
arise  from  aberrant  cellular  elements  displaced  from  their 
normal  connections  during  the  development  of  the  part. 
As  a  rule  they  recur  rapidly  after  removal  and  are  highly 
malignant. 

In  a  case  reported  by  HoU&nder'  the  patient  was  only  7 
months  old  when  the  disease  was  first  noticed.  It  soon  recurred 
after  local  ablation.  On  examination  two  months  afterwards  a 
mass  of  sarcomatous  growth  was  found  projecting  from  the 
portio  and  the  adjacent  part  of  the  vagina.  In  its  vicinity  were 
nunlerous  polypoid  excrescences.  In  order  to  remove  the  entire 
disease,  the  uterus  and  vagina  were  extirpated  by  the  sacral 
way.  The  child  made  a  good  recovery.  The  neoplasm  was  a 
round  and  spindle-celled  fibro-sarcoma,  identical  in  structure 
with  the  primary  sarcomatous  polyp. 


» Deutsche  Chir.,  Lief.  57,  "  Die  Neubildungen  des  Utenis,"  S.  168, 
1885. 

^  Zeitschr,  f,  Geb.  u.  Cyn,,  1896,  S.  125. 
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In  C.  T.  Smith's  case,"  a  child,  3I  years  old,  had  a  tumour  of 
this  kind  of  eight  months*  duration,  which  projected  into  the 
vagina.  It  recurred  rapidly  after  excision,  and  two  months  later 
it  was  removed  again.  Recurrence  soon  followed,  and  an 
abdominal  tumour  then  appeared,  which  rapidly  increased.  She 
died  thirty-three  days  after  the  last  operation.  At  the  necropsy 
the  abdomen  was  distended  by  a  large  purplish  tumour  con- 
nected with  the  uterus.  The  peritoneum  contained  ascitic  fluid. 
There  was  double  pyonephrosis,  with  acute  nephritis  and 
miliary  abscesses  of  the  right  kidney.  The  tumour,  which 
weighed  thirty-one  ounces,  was  a  round-celled  sarcoma  of  liver- 
like aspect.  The  mucosa  of  the  uterus  and  vagina  was  thickly 
studded  with  small  mucous  polypi. 

Similar  instances  have  been  reported  by  Farnsworth*  at 
13  months,  by  Pick*  at  2  years,  by  Ahlfeld'  at  3  years  and 
4  months ;  and  at  various  ages  by  Hereford,'  Clay,®  and 
Pick.' 

These  neoplasms  are  evidently  nearly  allied  to  the  race- 
mose or  botryoidal  sarcomata  to  be  presently  described. 

As  connecting  links,  the  following  cases  at  rather  more 
advanced  ages,  by  Ahlfeld^®  and  Kaschewarowa"  at  15  years, 
and  by  Wirtz"  at  17  years,  may  be  cited. 

In  Kaschewarowa's  case,  the  patient  was  a  maid  of  15  who 
had  never  menstruated.  The  disease,  when  first  noticed,  pre- 
sented as  a  polypoid  outgrowth  from  the  anterior  lip  of  the 
portio.  Six  weeks  after  its  excision  a  recurrent  growth,  the 
size  of  a  hen*s  e%g^  had  formed,  which  increased  rapidly  to  the 
aze  of  the  fcetal  head.  Death  ensued  five  months  after  the 
tumour  was  first  noticed,  of  tubercle  of  the  lungs.  Histologi- 
cally the  neoplasm  was  a  spindle-celled  myxo-sarcoma,  with 
areas  of  striped  muscle  cells  scattered  through  it.  Similar 
rhabdo-myomatous  elements  were  found  in  Wirtz'  case. 

^American J.  Obstet^  xvi.,  1883,  pp.  555  and  669. 

^Phila.  Med,  and  Surg,  Rep.^  August  26,  187 1. 

^Arch,f,  Gyn,y  Bd.  xlvi.,  1894,  S.  191. 

^Arck,f.  Gyn.^  Bd.  xvi.,  1880,  S.  135. 

'  Trans.  ObsUt.  Socy,^  Land.,  vol.  x.,  1868,  p.  224. 

^ Lancet^  voL  i.,  1877,  pp.  5  and  47. 

•  Op.  cit. 

^^  Zeitschr.  f.  Heilkunde,  Bd.  viii.,  S.  56a 

"  Arch,/.  Path.  Anat.,  Bd.  liv.,  1872,  S.  63. 

^*  Inaug,  Diss*,  Bonn^  1891. 
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Other  instances  of  uterine  sarcoma  have  been  reported  by 
Simpson,"  at  ii  years,  and  by  Zweifel"  at  13  years. 

Many  of  the  malignant  tumours  of  infancy  and  early 
life  contain  epithelial  or  quasi-epithelial  elements,  and  this 
has  often  led  to  their  being  christened  "  cancer "  ;  but  it  is 
now  generally  recognised  that  all  such  neoplasms  really 
are  sarcomatous.  Several  instances  of  this  kind  have  been 
reported  as  occurring  in  the  uterus. 

Rosensteins*  patient,"  only  2  years  old,  came  under  treat- 
ment for  dysuria,  caused  by  an  intra-abdominal  tumour,  which 
reached  far  above  the  pubes.  The  inguinal  glands  were 
enlarged.  She  died  shortly  afterwards.  At  the  necropsy  a 
large  mass  of  new  growth  was  found  in  connection  with  the 
fundus  uteri.  There  were  several  nodules  of  similar  growth  on 
the  peritoneal  surface  of  the  bladder.  The  uterine  mucosa  was 
unaffected,  as  well  as  that  of  the  tubes  and  vagina.  Both 
ovaries  were  normal.  Histologically,  the  tumour  consisted  of 
a  spindle-celled  stroma,  the  meshes  of  which  contained  large, 
polymorphic  epithelioid  cells.  It  is  described  by  the  author  as 
"  carcino-sarcoma." 

This  anomalous  neoplasm  appears  to  me  to  approxi- 
mate more  closely  to  angio-sarcoma,  than  to  any  other 
well  recognised  type. 

Similar  cases  have  been  reported  by  Laidley"  at  2^  years, 
and  by  Barnes"  at  9  and  10  years  respectively. 

Braetz"  has  lately  described  an  instance  of  endothelioma 
lymphaticum  of  the  cervix  uteri  in  a  girl  of  18.  It  presented  as 
a  bleeding  papillary  tumour,  projecting  from  the  posterior  lip  of 
the  "  05."  The  growth  was  extirpated  per  vaginam^  together  with 
the  whole  uterus.  The  patient  recovered  from  the  operation ; 
but  she  died  four  weeks  afterwards  of  some  unknown  cause. 


^^  Edinburgh  ObsteLj,^  May  14,  1862. 

**  Cent,/.  Gyn,y  1884,  S.  401. 

^^  Arch.  f.  path.  Ana/.,  Bd.  xcii.,  1883,  S.  191. 

"5/.  Louis  (U.S.)  Courier  0/  Medicine,  July,  1891. 

^"^  Diseases  of  Women,  1878. 

^^Arch.f.  Gyn.,  Bd.  lii..  Heft,  i,  1896. 
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§  11. — ^The  Grape-like  or  Botryoidal  Form. 

Under  this  heading  certain  peculiar  forms  of  sarcoma 
are  included,  that  grow  from  the  inferior  part  of  the  uterus 
into  the  vagina ;  where  they  present  as  pedunculated,  grape- 
like  masses — soft,  easily  detachable,  gelatiniform  in  aspect 
— ^resembling  hydatid  moles.    With  their  structure  various 
heterotopic  tissues — ^such  as  striped   muscle   {rhahdo-myO' 
sarcoma),   cartilage,   bone,    epithelial    elements,   &c.  —  are 
frequently  intermixed;  hence  it  may  be  inferred  that  they 
arise   in    connection  with   aberrant  elements,   sequestrated 
from  the  matrix  of  adjacent  tissues  during  early  embryonic 
life.     Growths   of   this   kind  are  highly   malignant;    they 
progress  rapidly,  recur  quickly  after  removal,  and  they  are 
very  apt  to  disseminate.    The  only  treatment  of  any  avail 
is  total  extirpation  by  vaginal  hysterectomy,  and  this  should 
be  undertaken  as  early  as  possible. 

The  soft,  grape-like  masses  that  constitute  the  charac- 
teristic feature  of  the  disease,  have  often  been  described  as 
myxomatous;  but,  according  to  Pfannenstiel,  these  struc- 
tures are  really  due  to  a  kind  of  lymph-cedema  of  the 
sarcomatous  tissue.  Their  presence  enables  the  disease  to 
be  readily  distinguished  from  "cauliflower  excrescence." 
The  average  duration  of  life  in  cases  of  this  kind  seldom 
exceeds  two  years. 

In  further  illustration  of  the  subject  I  append  abstracts 
of  some  of  the  chief  examples  hitherto  recorded. 

(i)  One  of  the  earliest  cases  is  Spiegelberg's.^  In  a  maid, 
aged  17,  he  found  a  papillated  growth,  projecting  from  the 
anterior  lip  of  the  "  os,"  whose  surface  was  studded  with  trans- 
parent-looking cysts,  which  easily  ruptured  when  handled, 
exuding  a  sticky  fluid.  Recurrence  ensued  six  months  after 
its  ablation,  and  the  vagina  became  filled  with  a  large  race- 
mose mass.  For  this,  total  extirpation  of  the  diseased  uterus 
by  Freund's  method  was  done ;  but  the  patient  died  soon  after- 
wards, with  intra-abdominal  recurrence.  Histological  exam- 
ination revealed  an  (edematous  sarcomatous  structure,  composed 

»  Arch,/.  Gyn.,  Bd.  xiv.,  S.  178  ;  Bd.  xv.,  S.  436  ;  and  Bd.  xvi.,  S.  124. 
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of  large  round  and  spindle  cells.     The  disease  is  designated  by 
the  author  "  Sarcoma  colli  uteri  hydropicum  papillare," 

(2)  Winckel**  has  reported  another  example  of  a  similar 
disease  {^^  Adeno-myxo-sarcoma  cervicis**)  in  a  patient  aged  40. 
The  tumour  grew  from  the  anterior  lip  of  the  "os,"  and  its 
removal  was  followed  by  rapid  recurrence.  In  this  instance 
glandular  structures  were  present  in  the  sarcomatous  matrix. 

^3)  Munde*s*^  patient  was  a  weak,  anaemic,  unmarried  woman, 
aged  19,  who  had  suffered  from  leucorrhoea  and  amenorrhoea  for 
two  years.  On  examination,  the  vulvar  orifice  was  found  to  be 
filled  by  a  slimy  racemose  tumour,  which  was  connected  'with 
the  roof  of  the  vagina.  During  the  requisite  manipulation  hand- 
fuls  of  slimy  grape-like  structures  came  away.  The  tumour 
was  finally  removed  per  vaginam  with  a  wire  tcraseur.  Its  central 
part  consisted  of  a  firm,  fibrous  structure.  It  grew  from  the 
portio,  and  the  cervical  canal  passed  through  its  centre.  The 
uterus  was  small  and  mobile.  The  whole  tumour  was  about  5 
inches  long  by  3  broad.  Recurrence  soon  set  in,  and  six  weeks 
after  this  operation  the  disease  had  again  attained  half  its 
former  size.  Further  operation  was  declined.  Microscopically 
examined,  the  tumour  consisted  of  a  number  of  cysts  embedded 
in  a  sarcomatous  matrix,  with  here  and  there  glandular  struc- 
tures lined  by  columnar  epithelium.  It  is  described  by  the 
author  as  **  A  rare  case  of  adeno-myxo-sarcoma  of  the  cervix 
uteri." 

(4)  In  Pernice's"  case  the  tumour — which  grew  from  the 
portio  vaginalis — contained  a  large  number  of  elongated,  trans- 
versely striated,  nucleated  cells,  resembling  embryonic  muscle 
cells.  In  its  base  were  some  gland-like  structures,  lined  by 
columnar  epithelium.  Small  nodules  of  hyaHne  cartilage  were 
also  found  here  and  there.  The  firmer  parts  of  the  neoplasm 
consisted  of  fibro-spindle-celled  tissue,  while  in  its  softer  parts 
round  and  stellate-celled  elements  were  met  with.  The  tumour 
presented  as  a  purplish,  grape-like  mass,  bigger  than  a  man's 
fist  (10  cm.  in  diameter),  which  completely  filled  the  vagina  and 
projected  from  the  vulva.  The  constituent  berries  contained  a 
viscid,  jelly-like  fluid.  The  canalis  cervicalis  could  be  traced 
through  the  entire  length  of  the  tumour.  The  patient,  whose 
age  is  not  stated,  had  been  subject  to  a  vaginal  haemorrhagic 
discharge  for  six  months.  The  disease  was  removed  by  ampu- 
tating the  cervix  with  a  bistoury  well  above  the  tumour.  Two 
months  later  the  patient  was  seen  again  with  a  recurrent  growth, 


»  LfiArd.  d,  Frauenkr,,  1886,  S.  432. 

"  American  Journal  of  Obstetrics^  vol.  xxii,  1889,  pp.  126, 282  and  957. 

»  Arch,/,  path.  Anat,,  Bd.  cxiii.,  1888,  S.  46. 
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the  size  of  a  goose's  eig%.  This  was  removed  with  the  galvanic 
kraseuf.  Nine  months  later,  when  she  again  came  mider  obser- 
vation, there  was  further  recmrence  in  situ  ;  and  a  large  intra- 
abdominal tumour,  connected  with  the  uterus,  reached  to  the 
umbilicus.  Laparotomy  was  performed,  but  the  tumour,  which 
was  evidently  malignant,  could  not  be  removed.  A  month  later 
the  patient  died  of  pneumonia.  The  recurrent  growths  consisted 
of  spindle-celled  tissue,  in  which  none  of  the  heterotopic  elements 
fomid  in  the  primary  neoplasm  were  present.  By  the  author 
the  disease  is  designated  *'  Myosarcoma  strio-cellulaire.'* 

(5)  In  a  single  woman  of  21,  Rein^  found  a  soft,  lobulated 
tumour — like  a  "  hydatid  mole  *' — projecting  from  the  portio. 
It  was  removed  entire,  but  soon  afterwards  it  recurred,  dissemi- 
nated, and  caused  death.  On  section  after  removal,  areas  of 
soft  substance,  like  Wharton's  jelly,  were  seen  embedded  in 
fibroid  stroma.  In  these  myxomatous  areas  nodules  of  hyaline 
cartilage  were  found,  and  here  and  there  small  cysts  lined  with 
cylindrical  epithelium.  The  disease  is  named  by  the  author 
"  Myxoma  euckondromatodes  arborescens,'* 

(6)  A  somewhat  similar  case  is  Thiede*s,**  in  which  islets  of 
hyaline  cartilage  were  found  in  a  stroma  rich  in  dilated  blood 
vessels.  The  disease  recurred  rapidly  after  ablation,  and  caused 
death.  The  patient  was  40  years  old,  and  the  tumour  had  a 
lobulated,  spongy  aspect.  It  is  described  by  the  author  as 
"  Fibroma  papillare  cartUaginescens" 

(7)  Pfannenstiel's*  patient  was  a  multipara,  aged  53,  who, 
five  years  after  the  climacteric,  became  subject  to  vaginal  dis- 
charge and  pains  in  the  sacral  region.  A  polypoid  tumour — 
which  was  taken  to  be  an  ordinary  mucous  polypus — was 
removed  from  the  anterior  lip  of  the  os  uteri.  Eleven  months 
later  it  was  found  to  have  recurred  as  a  large  grape- like  out- 
growth which  filled  the  vagina.  The  mass  was  then  cut  away, 
the  stump  being  curetted.  Six  months  later  a  recurrent  growth, 
nearly  as  large  as  before,  was  again  found.  Although  the  patient 
was  weak  and  cachectic,  the  whole  uterus  was  successfully 
extirpated.  Recurrence  was  detected  five  months  later  in  the 
vaginal  vault.  This  was  excised  and  the  wound  was  cauterised, 
but  the  disease  soon  returned  again.  When  last  seen  sixteen 
months  after  hysterectomy,  she  was  still  alive,  although  in  a 
weak  and  emaciated  condition  ;  and  the  vagina  was  extensively 
infiltrated.  The  author  signalises  the  disease  as  **  Das  traubige 
Sarcom"  The  sarcomatous  matrix  consisted  of  round-  and  spindle- 
celled  structure,   in  which  nodules   of  hyaline  cartilage  were 

»  ArcA.  f.  Gyn.^  Bd.  xv.,  S.  187,  188a 

»*  Zeiischer.  f/Geb,  u,  Gyn.,  Bd.  i.,  1877,  S.  460. 

^  Arch,  f,  path.  Anaty  Bd.  cxxvii.,  Heft.  2,  1892. 
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embedded ;  and  in  the  matrix  were  softened  lymph-oedematoos 


(8)  Ozenne*  and  Gaymann"  have  reported  similar  cases. 
Ozenne's  patient  was  a  multipara,  aged  48.  Leucorrhceal  dis- 
charge had  been  noticed  for  the  last  year.  On  examination  a 
polypoid  tumour,  the  size  of  a  man's  thumb,  was  foimd  pro- 
jecting from  the  portio.  It  was  at  first  taken  for  a  mucous 
polypus;  but  its  reddish  colour,  lobulated  aspect,  and  the 
vesicular  bodies  protruding  from  it,  exxabled  the  diagnosis  to  be 
made.  As  there  were  signs  of  ill-defined  deposit  in  the  right 
fornix,  hysterectomy  was  considered  to  be  contra-indicated. 
The  tumour  was  therefore  removed  with  the  curette,  after  which 
it  soon  recurred. 

§  III. — Sarcoma  of  the  Mucosa. 

This  is  probably  the  commonest  form  of  uterine  sarcoma. 
The  disease  originates  from  the  connective  tissue  elements  of 
the  mucosa ;  and  since  glandular  elements  are  rarely  found 
in  such  growths,  we  may  conclude  that  the  initial  morbid 
focus  is  seldom  situated  in  the  immediate  vicinity  of  these 
structures.  Some  observations  by  Keller**  and  Kahlden** 
corroborate  this  view ;  for  they  found  sarcomatous  growths, 
that  had  originated  from  the  deep  part  of  the  mucosa,  com- 
pletely covered  by  the  more  superficial  part  of  this  mem- 
brane with  its  glands.  In  certain  cases  it  seems  probable  that 
mucosal  sarcomata  arise  from  the  walls  of  the  blood  vessels 
and  lymphatics,  or  of  their  adventitia.  The  disease  usually 
assumes  the  form  of  a  diffuse  infiltration  of  the  mucosa, 
with  the  production  of  numerous  softish,  rounded  nodules 
or  polypoid  bosses.  In  a  remarkable  case  reported  by  A.  R. 
Simpson,**  the  infiltration  spread  from  the  uterus  along  the 
mucosa  of  the  Fallopian  tubes,  until  it  projected  from  their 
fimbriated  extremities.  In  the  corpus  uteri,  growths  of  this 
kind  not    unfrequently  attain   large    size,  when    they  are 

••  Rev.  Obstet  et  Gyn,^  June,  1894. 

^  Thkse  de  Paris^  1893.    '*  ^u  sarcome  kystique  en  grappe  du  col 
utdrin." 

»  Zeitschr,  f.  Get.  u.  Gyn.y  Bd.  xx.,  1890,  S.  116. 

••  Ziegler^s  Beitrage  j?.  pcUh.  Anat.^  6-r.,  Bd.  xiv.,  1893. 

^  Contrib,  to  Obstetrics  and  Gynacology^  1880,  p.  a4a 
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apt  to  cause  thinning  and  weakening  of  the  uterine  wall, 
with  a  patulous  condition  of  the  as  that  favours  inver- 
sion, which  certainly  is  oftener  met  with  in  this  disease 
(4  in  48  cases)  than  in  cancer.  Exceptionally  muscosal 
sarcomata  involve  only  a  circumscribed  area,  when  they 
tend  to  become  polypoid.  Histologically,  these  neoplasms 
usually  consist  mainly  of  small  round  and  spindle  cells, 
held  together  by  a  scanty  fibrous  matrix — rich  in  blood 
vessels — ^which  is  often  ©edematous,  and  occasionally  the 
disease  assumes  a  myxomatous  form.  Giant  cells  are  some- 
times found.  The  cervix  may  be  affected  as  well  as  the 
corpus,  and  in  both  situations  the  disease  is  apt  to  recur 
and  to  disseminate.  Subjoined  are  some  typical  instances 
of  mucosal  sarcoma  as  it  affects  the  corpus. 

(i)  In  a  case  under  my  own  observation,  the  patient  was  a 
nnlliparous  single  woman,  aged  26,  whose  previous  health  had 
been  good.  The  catamenia  appeared  at  14,  and  she  had  since 
been  r^;ular — although  subject  to  dysmenorrhoea — until  this  ill- 
ness began.  Its  first  symptoms  date  from  nearly  two  years  ago, 
when  she  became  subject  to  leucorrhoeal  discharge.  A  few 
months  later  a  severe  "  flooding "  supervened,  and  she  subse- 
quently had  several  such  attacks,  with  sanious  discharge  in  the 
intervals.  Enlargement  of  the  lower  part  of  the  abdomen  was 
first  noticed  soon  after  the  onset  of  the  flooding.  During  the 
last  few  months  she  has  had  much  pain ;  and  oedema  of 
the  right  leg  and  ankle  set  in  a  few  weeks  ago.  There  was 
no  £aimly  history  of  malignant  disease.  On  examination  she 
was  found  to  have  a  large  intra-abdominal  tumour,  which 
extended  from  the  pelvis  to  the  umbilicus.  The  tumour  ex- 
tended laterally  to  each  iliac  region;  and  it  appeared  to  h% 
fixed  to  its  pelvic  attachment.  It  felt  smooth,  rather  firm  and 
circumscribed,  and  was  dull  on  percussion.  Nothing  was  heard 
on  auscultation.  Vaginal  examination  revealed  a  soft  sloughing 
mass  just  within  the  os  uim;  the  uterus  was  greatly  enlarged 
and  was  continuous  with  the  intra-abdominal  tumour ;  there  was 
profuse  foetid  vaginal  discharge  ;  and  the  examination  caused 
firee  haemorrhage.  Some  time  later  laparotomy  was  performed, 
the  incision  extending  from  the  umbilicus  to  the  pubes.  The 
tnmotu:  proved  to  be  the  enormously  distended  uterus.  The 
only  adhesions  were  to  the  bladder  and  the  vermiform  appendix. 
These  having  been  separated,  the  uterus  was  raised  up  out  of  the 
pelvis ;  the  broad  ligaments  were  divided ;  and  Tait's  clamp  was 
applied  as  low  down  as  possible.    The  uterus  and  its  appendages 
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were  then  cut  away.  On  examination  it  was  found  that  the 
stump  of  the  cervix  was  extensively  infiltrated  by  the  disease. 
It  was  therefore  freely  seared  with  the  actual  cautery.  The 
pedicle,  with  the  clamp  on,  was  fixed  in  the  lower  part  of  the 
wound,  which  was  closed  with  superficial  and  deep  sutures. 

The  parts  removed  comprised  the  whole  of  the  body  of 
uterus  and  part  of  .the  cervix,  both  tubes  and  ovaries.  The 
inner  surface  of  the  uterus  was  found  to  be  infiltrated  with  a 
soft,  whitish,  new  growth,  in  places  gelatiniform,  whence 
polypoidal  outgrowths  projected  into  the  uterine  cavity;  but 
nowhere  had  the  disease  penetrated  the  uterine  wall.  On 
microscopical  examination  the  diseased  structure  was  found  to  be 
small  spindle-celled  fibro-sarcoma. 

Shortly  after  the  operation  free  haemorrhage  from  the  pedicle 
supervened,  which  was  with  difficulty  arrested  after  the  use  of 
the  actual  cautery,  by  the  application  of  powdered  per-sulphate 
of  iron.  The  patient  made  a  slow  but  complete  recovery  from 
the  operation;  but  fresh  growth  firom  the  pedicle  soon  set  in. 
This  was  destroyed  several  times  with  Fell's  paste,  but  it  con- 
stantly recurred.  Five  months  after  the  operation  she  had 
extensive  recurrence  in  this  situation.  When  last  seen,  a  year 
later,  a  large,  raw,  fungoid  outgrowth  of  recurrent  disease 
occupied  the  hypogastric  region.  Half  a  year  later  she  was 
reported  to  be  still  alive,  with  the  disease  progressing. 

(2)  In  a  case  published  by  Coleman,"^  the  patient  was  67 
years  old.  She  was  the  mother  of  seven  children,  and  the  meno- 
pause was  not  established  till  55.  One  and  a  half  years  ago  she 
became  subject  to  a  sanious  vaginal  discharge,  for  which  she 
had  been  twice  curetted,  without  any  benefit.  As  there  were 
signs  of  an  intra-uterine  growth,  vaginal  hysterectomy  was 
performed.  She  soon .  recovered  from  the  operation,  but  died 
comatose  three  months  afterwards,  having  first  developed  left 
hemiplegia.  There  was  no  necropsy ;  but  before  death  the 
vaginal  roof  was  found  to  be  full  of  soft  recurrent  growth ;  and 
there  was  a  large  tumour  in  the  right  iliac  region,  and  just 
below  the  umbilicus  another  tumour  could  be  felt. 

On  examination  of  the  uterus  after  removal,  its  cavity  was 
found  full  of  soft,  succulent,  pale  pinkish,  polypoid  masses, 
which  projected  from  the  infiltrated  mucosa.  The  uterus  was 
greatly  enlarged,  the  os  patulous,  the  cervix,  portio  and  vagina 
being  n'ormal.  The  tumour  was  composed  almost  exclusively 
of  large,  round  and  spindle  cells,  with  here  and  there  giant  cells ; 
and  hardly  any  intervening  fibrous  stroma.  The  morbid  tissue 
was  pervaded   by  numerous  large  blood  vessels.    The  whole 


"  Americcm  Journal  of  Obstetrics^  vol.  xxviii.,  p.  811,  1893. 
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mucosa  of  the  corpus  was  affected,  but  the  musculature  appeared 
to  have  escaped  invasion.  The  tubes  were  unaffected,  except 
in  the  vicinity  of  the  uterine  cornua,  where  the  disease  had 
invaded  the  mucosa  to  a  small  extent. 

(3)  In  Vignard's"  case,  the  patient  was  an  unmarried  nulli- 
para, aged  60,  who  had  manifested  symptoms  of  uterine  disease 
for  five  years.  On  examination  she  was  found  to  have  a  large 
intra-abdominal  tumour,  with  signs  of  an  intra-uterine  growth. 
Laparotomy  was  performed,  and  the  enlarged  uterus,  which 
weighed  over  nine  pounds,  was  removed.  It  was  found  to  be 
affected  with  diffuse  sarcoma  of  the  mucosa,  the  condition  met 
with  being  similar  to  that  just  described  in  Coleman's  case. 
The  OS  externum  was  stenosed,  and  there  was  haematometra. 
When  last  heard  of,  three  years  after  the  operation,  this  patient 
was  well,  and  free  from  any  return  of  the  disease. 

Among  the  varieties  of  this  kind  of  neoplasm  lately 
recorded,  mention  may  be  made  of  cases  by  Kay*^  and 
Schmitt,**  in  which  glandular  elements  were  intermixed  with 
the  sarcomatous  new  formation  ;  and  of  Wagner's*®  case,  in 
which  the  cartilaginous  structures  of  the  primary  growth 
were  reproduced  in  the  secondary  deposits  in  the  lungs. 

Rheinstein,'*  Kahlden  ^  and  Terrillon  ^  have  described 
cases  in  which  giant  cells  abounded;  and  Whitridge 
Williams'*  a  remarkable  instance  of  melano-sarcoma  with 
metastases  in  the  brain,  the  pigment  being  contained  in  the 
spindle-shaped  and  myeloid  cells  composing  the  neoplasm. 

Examples  of  mjrxo-sarcoma  have  been  met  with  by 
Lanc6reaux^  and  J.  Clarke  ;**  and  the  association  of 
endometral  sarcoma  with  fibro  -  myoma  of   the  adjacent 


^Arch,prav.  de  Ckir.y  T.  iv.,  1895,  ?•  '2. 

"  New  York  Medical  Record^  No.  13,  1889,  p.  346. 

•*  American  J,  Obstet,^  xvil,  1884,  p.  Ii. 

*  Die  GebermuiterkrebSy  Leipzig,  1854,  S.  129. 

*  Arch,  f.path,  AnaLy  cxxiv.,  1891,  S.  507. 

^  Zeigler's  Beitragez.  path.  Anat,^  &c,  xiv.,  1893,  S.  346. 
"  Bull,  de  la  Soc.  de  Chir,,  T.  xvi.,  1890,  p.  746. 
"  Zeilschr.f.  Heilkundey  Bd.  xv.,  1894,  S.  172. 
^  Traits  d'Anat  Path.y  1875,  p.  333. 
*»  Trans.  Path.  Soc,  1894. 


I02  Original  Communications. 

musculature   has   been    reported    by   Mund^,**    Whitridge 
Williams,*^  and  others. 

In  such  cases  as  the  foregoing  the  cervical  mucosa 
usually  escapes,  but  many  instances  are  on  record  in  which 
the  disease  had  originated  in  this  situation. 

(i)  In  a  case  by  Kleinschmidt,^  a  soft,  lobulated,  friable 
tumour  of  this  kind,  the  size  of  an  orange,  grew  from  the  cervix. 
It  was  excised,  and  the  patient  remained  well  for  a  year.  During^ 
this  time  she  became  pregnant,  and  was  delivered  naturally  of  a 
living  child  at  term.  Shortly  afterwards  she  was  found  to  have 
recurrence,  and  there  was  a  deposit  in  the  left  parametrium.  The 
tumour  was  again  cut  away,  but  there  was  further  recurrence 
two  months  later.  The  primary  tiunour  proved  to  be  a  spindle- 
celled  angio- sarcoma,  and  it  contained  several  nodules  of  carti- 
lage. 

(2^  Similar  heterotopic  elements  were  found  in  a  round  and 
spindle-celled  sarcoma  of  the  cervical  mucosa  in  a  patient  aged 
50,  as  described  by  Geissler.**  The  great  relative  frequency 
with  which  cartilage  is  found  in  sarcomata  of  the  cervix  is  a 
remarkable  feature. 

(3)  In  Hunter's  ^  case  the  patient's  age  was  37,  and  she  had 
borne  one  child.  On  examination  a  soft,  lobulated,  bleeding 
mass  was  found  springing  from  the  cervix  uteri ;  the  requisite 
manipulation  caused  much  haemorrhage.  The  growth  was 
removed  by  supra-vaginal  amputation.  Histologically  it  was 
a  spindle-celled  sarcoma. 

(4)  Rosthorn's*^  patient  was  43  years  old.  The  tumour 
contained  round,  spindle  and  myeloid  cells.  It  recurred  five 
times  after  operation,  and  eventually  disseminated  in  the  right 
ribs. 

^5)  In  a  patient  ^  aged  34,  who  died  with  a  soft,  ulcerating, 
angio-sarcomatous  growth  of  the  cervix,  numerous  secondary 
deposits  were  found  in  the  skin  and  subcutaneous  tissue  of  the 
chest — including  both  breasts— neck  and  abdomen.  Both  ovaries 
and  Fallopian  tubes  were  similarly  invaded,  as  also  were  the 
mesenteric,  retro-peritoneal  and  mediastinal  glands,  both  kidneys, 


**  Am.  J,  ObsUt^  vol.  xxix.,  1894,  p.  604. 

^  Ibid,,  p.  753. 

**  Arch./.  Gyn.y  Bd.  xxxix.,  1891,  S.  i. 

**  Inaug.  Diss.,  Breslau,  1891.    "  Ueber  Sarcoma  Uteri." 

*•  American  J.  Obstet,  xviL,  1884,  p.  522. 

«  Wien.  klin.  Woch.,  No.  38,  1889. 

"^Middlx.  Hosp.  Path.  Rep.,  1894,  p.  311. 
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both  pleurae,  the  peritoneum  and  the  peri-pancreatic  tissues. 
The  common  bile  duct  was  obstructed  by  a  growth  in  the  portal 
fissure  of  the  liver.  The  pericardium,  both  pleurae  and  the  heart 
were  also  invaded,  but  the  lungs,  liver  and  spleen  had  escaped. 
No  operation  had  been  done  for  the  uterine  disease. 

In  cases  by  Johnston^  and  Hackeling,*^  glandular 
elements  were  intermixed  with  the  sarcomatous  disease ; 
and  Seeger,*^  Johnston,^  Taylor*^  and  Kobaer"  have  re- 
ported instances  of  melanotic  growths  of  this  kind.  In 
Leopold's**  case  fibrous  tissue  predominated;  and  in 
Mund6's"  the  tumour  consisted  chiefly  of  myxo-fibro- 
matous  structure.  An  instance  of  "endothelioma  lym- 
phaticum,"  that  sprang  from  the  lymphatics  of  the  mucosa 
of  the  portio,  has  been  reported  by  Amann.*' 

§  IV. — Sarcoma  of  the  Parenchyma. 
In  this  situation  the  disease  usually  assumes  a  decidedly 
circumscribed  form,  but  instances  of  diffuse  sarcomatosis  of 
the  parenchyma  have  occasionally  been  observed.  The 
circumscribed  variety  in  its  general  features  much  resembles 
fibro-myoma,  except  that  a  distinct  capsule  is  seldom  notice- 
able. Growths  of  this  kind  often  assume  a  polypoid  form. 
Telangiectasic,  lymphangiectasic  and  cystic  changes  are 
not  uncommon.  The  following  case  by  Aslanian  is  an 
example  of  the  telangiectasic  variety  :  •^ — 

A  woman,  aged  40,  with  an  intra-abdominal  tumour,  much 
larger  than  the  pregnant  uterus  at  term.  It  gave  the  impression 
of  a  large  ovarian  cyst,  and  seemed  to  fluctuate.  No  metrorrhagia 


*  Maryland  Medical  Journal^  vol.  xx.,  1889,  p.  428. 
^ Inaug,  Diss,^  G6tt,  1873.    "Das  Fibro-sarcoma  canalis  cervicalis 
otcri" 

»  Ueber  Sarcoma  Uteris  I.  D.,  Berlin,  1891. 

*•  New  York  Medical  Journal,  July  6s  1889. 

»  Berlin  Klin,  Woch.,  No.  7,  1881. 

*«  Arch,  f.  Gyn.,  Bd.  vi.,  1874,  S.  493. 

*•  American  J.  Obstet,  1883,  p.  63. 

**  Ueber  Neubildungen  des  Cervix^  Miinchen,  1892. 

**  Arch,  de  Toe.  etde  Gyn.,  Feb.,  1895. 
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had  occurred.  Abdominal  section  revealed  an  enormous  soft 
tumour,  attached  by  a  broad  pedicle  to  the  left  side  of  the 
uterus.  There  were  several  small  fibro-myomata  in  other  parts 
of  the  organ.  The  tumour  weighed  twenty-four  pounds  after 
removal.  It  was  of  a  spongy,  soft  texture,  full  of  large  serous 
plexuses  and  lacunae.  The  stroma  was  sarcomatous.  After 
section  several  pints  of  blood  oozed  from  its  cut  surface,  although 
there  were  no  (Ustinct  cystic  cavities  in  it. 

In  a  case  reported  by  Webster,*®  the  disease  assumed 
the  form  of  a  large,  unilocular  blood  cyst  of  the  uterine 
wall.  It  was  an  angio  -  sarcoma.  The  patient  was  a 
multipara,  aged  53. 

As  an  example  of  cystic  sarcoma,  consequent  on 
cedematous  changes,  Fenger's  case**  may  be  cited. 

The  patient,  aged  35,  presented  with  a  large,  fluctuating, 
intra-abdominal  tumour,  which  was  taken  for  an  ovarian  cyst. 
On  opening  the  abdomen  it  proved  to  be  a  smooth,  cystic, 
sub-peritoneal,  fibro- cystic  myo- sarcoma  connected  with  the 
fundus  uteri,  with  which  were  also  connected  two  small  fibro- 
nwomata.  On  section  after  removal,  its  general  aspect  was  that 
of'^a  fibro-myoma,  with  areas  of  softish  sarcomatous  structure, 
and  numerous  pseudo-cystic  cavities.  The  tumour  was  enu- 
cleated ;  but  the  patient  died  in  the  third  week  after  the  opera- 
tion, gangrenous  suppuration  having  taken  place  at  the  seat  of 
implantation. 

Many  pathologists  maintain  that  sarcomata  of  the 
parenchyma  always  arise  from  fibro-myomata,  and  this 
view  has  been  sanctioned  by  such  high  authorities  as 
Virchow,  Rokitansky  and  Schroeder.  I  have  elsewhere*^ 
referred  to  cases  of  this  kind,  and  the  reality  of  this  mode 
of  origin  may,  I  think,  be  taken  for  granted. 

Recent  observations  have,  however,  shown  that  sarco- 
aiata  of  the  parenchyma  may  also  arise  from  the  con- 
stituent elements  of  the  part,  especially  from  those 
connected  with  its  blood  vessels  and  lymphatics,  as  in 
cases  studied  by  Kleinschmidt  and  Kahlden. 

"  American  J,  Med.  Science^  March,  1895. 
^American  OhstetJ,^  vol.  xxi.,  i888,  p.  1200. 
•  Annals  of  Surgery y  September,  1896. 
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In  the  structure  of  these  sarcomata  sound  and  spindle- 
celled  forms  predominate,  but  myeloid  elements  have  often 
been  noticed.  Fibrous  tissue,  organic  muscle  cells,  blood 
vessels  and  lymphatics  are  also  among  their  usual  con- 
stituents. Myxomatous  and  oedematous  modifications  are 
fairly  common. 

From  the  fact  that  epithelial  structures  and  even  bits 
of  cartilage  have  been  found  in  neoplasms  of  this  kind,  it 
may  be  inferred  that  the  disease  sometimes  arises  from 
aberrant  elements  connected  with  these  heterotopic  ano- 
malies (vitium  pritnee  forfnationis). 

To  the  class  of  neoplasms  we  are  now  considering  the 
so-called  "recurrent  fibroid"  tumours  of  the  uterus  evi- 
dently belong,  of  which  examples  were  long  ago  described 
by  Hutchinson^^  and  Callender  f^  in  the  latter's  case  the 
disease  not  only  recurred  after  removal,  but  it  disseminated 
in  the  pericardium,  lungs,  and  in  the  sixth  cervical  vertebra ; 
in  short,  these  tumours  recur  after  removal,  disseminate, 
and  manifest  all  the  well-known  characteristics  of  malignancy. 

The  following  analysis  by  Gusserow^  shows  the  influence 
of  age  in  the  evolution  of  uterine  sarcomata.     Of  73  cases 

4  began  under  the  age  of  29 

5  began  from  20  to  30 
15  n  f,  30  to  40 
28  „  „  40  to  50 
18    „          „     50  to  60 

3    „      above  60 

An  unusually  large  proportion  of  these  patients  are 
relatively  or  absolutely  sterile.  Of  74  cases  tabulated  by 
Gusserow  25  were  absolutely  sterile  (4  being  virgins) ;  and 
35  parous  women  had  between  them  only  51  children,  or 
1*46  each. 

The  symptoms  of  uterine  sarcoma  are  similar  to  those  of 

«  Trans.  Path,  Socy.^  vol.  viii.,  1857,  p.  287. 

•»  Ibid.y  vol.  ix.,  1858,  p.  327. 

«  Deutsche  Chir.^  UeL  57,  1885,  S.  168. 


io6  Original  Communications. 

uterine  cancer,  viz.,  haemorrhage,  discharge  and  pain.  On 
physical  examination  the  uterus  is  found  to  be  increased  in 
size,  and  to  present  indications  of  having  a  tumour  con- 
nected with  it.  The  racemose  sarcomata  can  readily  be 
distinguished  from  cancerous  excrescences  by  noting  the 
peculiar,  soft,  shiny,  grape-like  masses  of  the  neoplasm, 
which  are  easily  detachable.  In  most  other  cases  the 
differential  diagnosis  can  only  be  made  by  the  microscopical 
examination  of  fragments  of  the  disease  removed  with  the 
curette. 

The  indications  for  treatment  are  precisely  the  same  as 
for  the  corresponding  forms  of  cancer ;  but,  so  far  as  can 
be  judged  from  the  imperfect  data  at  present  available,  the 
results  as  to  freedom  from  recurrence,  &c.,  are  less  satis- 
factory than  after  similar  operations  for  cancer. 

§  V. — Deciduoma  Malignum. 

Pathologists  and  clinicians  have  manifested  great  interest 
in  this  disease,  ever  since  Sanger®*  demonstrated  the  first 
example  of  it  at  the  Leipzig  Gynaecological  Society  in  i888. 
The  pathological  discussion  has  chiefly  aimed  at  demon- 
strating the  origin  of  the  disease  from  the  products  of 
conception,  and  at  determining  whether  its  histogenetic 
elements  are  of  maternal  or  foetal  origin.  The  type  of 
tissue  to  which  such  elements  belong  has  also  been  much 
discussed,  especially  as  to  whether  they  are  of  epithelial 
(cancerous)  or  of  connective  tissue  (sarcomatous)  nature. 
For  clinicians  interest  has  centred  in  the  demonstration 
of  the  connection  of  the  disease  with  pregnancy,  especially 
with  abortions  and  "  mole  "  pregnancies,  and  in  the  recogni- 
tion of  its  highly  malignant  qualities. 

More  than  ten  years  before  the  publication  of  Sanger's 
case,  Chiari**  had  called  the  attention  of  the  profession  to 
several  instances  of  post-partutn  malignant  disease,  in  all  of 

•*  ArcA.  /.  Gyn.y  Bd.  xliv. 

•*  Wiener  med,  Jahrhiicher^  1877,  S.  364. 
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which  the  neoplasm  developed  at  the  placental  site ;  and 
these,  no  doubt,  really  were  examples  of  "  deciduoma 
malignum." 

In  Singer's  case  the  patient  was  a  healthy  woman,  aged  24, 
who  had  only  been  married  for  four  months,  when  an  incom- 
plete abortion  supervened  in  the  eighth  week,  with  subsequent 
haemorrhages  and  foetid  discharge.  When  Sanger  first  saw  her 
she  seemed  to  be  suffering  from  septic  symptoms,  owing  to  the 
retention  of  putrid  products  of  conception.  The  uterus  was 
dilated  and  cleared  out,  but  in  spite  of  this  the  patient  did  not 
regain  her  usual  health.  The  uterus  increased  in  size,  and  a 
large  tumour  gradually  formed  in  the  right  iliac  region.  She 
be^me  weak  and  emaciated,  cough  and  dyspnoea  supervened, 
and  she  died  thus  seven  months  after  the  abortion.  At  the 
necropsy  the  uterus  was  as  large  as  at  the  fourth  month  of 
pregnancy,  and  several  large  tumours,  of  a  dark  red  colour, 
projected  from  its  surface.  There  were  secondary  growths,  of 
the  same  character  as  the  primary  tumour,  in  the  lungs, 
diaphragm,  iliac  fossae,  and  in  the  tenth  right  rib.  Histologically 
the  uterine  tumour,  as  well  as  the  secondary  growths,  consisted 
of  areas  of  large  cells  just  like  decidual  cells,  those  areas  being 
separated  from  one  another  by  haemorrhagic  tracts.  Numerous 
open  spaces  and  many  giant  cells  were  also  seen.  In  some  of 
the  specimens  the  characteristic  cells  of  the  neoplasm  were 
grouped  around  the  blood  vessels.  S&nger  concluded  that  its 
constituent  cells  were  of  decidual  origin,  and  that  he  had  to  do 
with  a  hitherto  undescribed  kind  of  neoplasm,  which  he  pro- 
posed to  name  deciduonta  nudignum. 

Pfeiffer,  Muller  and  others  soon  reported  similar  cases. 

In  1893,  Sanger*^  published  a  more  elaborate  account  of 
his  observations,  together  with  a  critical  review  of  all  the 
recorded  cases,  and  in  this  work  he  abandoned  the  term 
"deciduoma  malignum,"  substituting  for  it  that  of  "  sarcoma 
deciduo-cellulare,"  as  indicating  more  clearly  his  view  as  to 
the  origin  of  the  disease. 

In  a  case  reported  by  Gottschalk,*'  the  patient,  aged  42 
— ^after  an  abortion  at  the  second  month — became  subject  to 
irregular  flooding  and  discharge,  for  which  the  curette  and 
tampon   were  repeatedly  used  without  benefit.    Five   months 

••  Arch.f.  Gyn.,  Bd.  xliv.,  S.  89. 
»  Arch./,  Gyn^y  Bd.  xlvL 
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after  the  abortion  the  cervix  was  therefore  dilated,  and  a  villous 
mass — that  proved  to  be  sarcomatous — was  removed.  A  month 
later,  as  a  last  resort,  the  uterus  and  its  appendages  were  re- 
moved per  vaginam.  The  patient  recovered  from  the  operation, 
and  for  a  time  her  general  condition  improved;  but  some 
months  later  signs  of  internal  dissemination  appeared ;  and  she  died 
thus,  seven  months  after  the  operation,  with  metastases  in  the 
lungs,  kidneys,  &c.  Microscopical  examination  showed  that  the 
primary  tumour  consisted  of  large,  sarcoma-like  cells,  Tvhich 
Gottschalk  believed  originated  in  the  chorionic  villi;  the 
secondary  growths  were  of  a  similar  structure.  According  to 
Gottschalk,  therefore,  the  disease  is  a  sarcoma  of  foetal  rather 
than  of  maternal  origin  (chorio-sarcoma), 

Marchand's^  publication  constitutes  the  next  important 
landmark.  His  investigations  are  based  upon  the  personal 
study  of  two  specimens,  and  upon  a  review  of  all  the  cases 
previously  reported.  He  concludes  that  the  disease  arises 
from  the  malignant  development  of  epithelial  elements  of 
the  chorionic  villi,  parasitic  in  the  uterine  mucosa ;  and 
therefore  it  is  neither  "deciduoma"  nor  sarcoma.  He 
regards  it  as  true  cancer  (chorio-carcinoma)  ;  but  since  in 
its  biological  properties — especially  in  that  it  almost  in- 
variably disseminates  by  the  blood-vessels — the  disease  so 
closely  resembles  sarcoma,  Marchand  proposes  to  designate 
such  growths  provisionally  as  "  serotinal  tumours." 

Of  15  cases  tabulated  by  Marchand,  in  no  less  than 
12  there  was  clear  history  of  previous  "mole"  pregnancy. 
It  is  evident,  therefore,  that  molar  pregnancy  specially 
predisposes  those  thus  affected  to  the  subsequent  develop- 
ment of  this  form  of  malignant  disease.  Neumann**  and 
others  maintain  that  both  maternal  and  foetal  elements 
enter  into  the  formation  of  these  neoplasms.  According  to 
Reinicke^®  the  large-celled  elements  found  in  them  are 
neither  decidual  nor  chorionic  products,  but  derivatives  of 
the  myometrium. 


«  MofuUsckr.  f.  Geb.  u,  Gyn.,  Bd.  i.,  Heft.  5,  1895. 

•  Wein.  fclin.  IVocA.,  July  2,  1896^ 

^  Arck,f,  Gyn.^  Bd.  viii.,  Heft,  i,  1897- 
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From  what  has  been  stated,  it  will  be  gathered  that 
**  deciduoma  malignum  "  is  a  special  variety  of  malignant 
disease,  coincident  with  pregnancy,  that  tends  to  run  a 
rapidly  fatal  course.  The  first  symptoms  appear  soon  after 
parturition — usually  after  abortion  or  the  passage  of  a 
"  hydatidif orm  mole."  The  average  age  of  those  affected  is 
about  33  years ;  9  out  of  16  were  under  30  at  the  date  of 
onset 

Irregular  metrorrhagia — often  profuse — soon  after  partu- 
rition, together  with  foetid  discharge,  are  usually  the  earliest 
symptoms.  The  haemorrhage  may  be  unusually  difficult 
to  arrest ;  and  several  patients  have  died  from  this  cause. 
These  symptoms  are  at  first  generally  ascribed  to  retention 
of  products  of  conception.  In  Gottschalk's  case,  the  disease 
was  diagnosed  by  the  microscopical  examination  of  tumour 
substance,  scraped  from  the  uterine  cavity  after  dilatation 
of  the  cervix.  The  progress  of  the  disease  is  marked  by 
rapid  emaciation,  loss  of  strength,  and  cachexia.  Anorexia, 
nausea  and  vomiting  are  often  prominent  symptoms. 

Variable  pain  and  a  certain  amount  of  pyrexia  may  be 
experienced.  On  vaginal  examination  the  uterus  is  often 
found  to  be  unduly  bulky,  and  by  bimanual  palpation 
irregular  bosses  can  sometimes  be  felt  on  its  surface. 
Sanious  discharge  may  be  seen  issuing  from  the  patulous 
osy  the  cervix  and  portio  being  in  other  respects  normal. 
This  will  suggest  the  propriety  of  intra-uterine  examination  ; 
when  the  disease  may  be  detected  in  the  products  removed, 
or  its  presence  may  be  suspected  if  with  the  examining 
finger  a  softened  area  can  be  felt  in  the  uterine  wall.  These 
growths  generally  present  as  soft,  shaggy  outgrowths.  The 
disease  has  a  special  tendency  to  invade  the  blood-vessels, 
which  are  very  numerous ;  hence  metastases  form  early 
and  are  widely  diffused  ;  the  lungs  and  pleurae  are  their 
commonest  seats,  but  they  are  found  also  in  the  liver, 
kidneys,  intestines,  stomach,  ovaries,  spleen,  and  in  the 
bones  (ribs,  femur,  &c).  Deposits  often  appear  in  the 
vagina  and  sometimes  in  the  vulva. 


no  Original  Communications. 

The  only  operative  treatment  of  any  avail  is  total 
extirpation  of  the  uterus  per  vaginam,  together  with  the 
ovaries  and  tubes,  as  soon  as  the  diagnosis  has  been  made. 
Before  undertaking  these  operations  the  lungs  should  be 
carefully  examined,  so  as  to  preclude  the  risk  of  operating 
in  the  presence  of  pulmonary  metastases. 

Of  14  cases,'^  tabulated  by  me,  in  which  this  operation 
was  done,  2  died  directly  from  its  effects ;  of  the  other  12,  5 
died  with  recurrence  within  the  first  year ;  and  of  the 
remaining  7,  6  were  well  and  free  from  recurrence  -when 
last  heard  of  10  months,  9  months,  7  months  (2  cases),  5^ 
months,  and  3  months  after  the  operation  respectively ; 
nothing  is  said  as  to  the  iafter-condition  of  the  other  case. 

Preston,  May,  1897. 


^  By  Neamann,  Laver  and  Wilkinson,  Gottsdialk,  Fraenkel,  Mar- 
diand,  LSnnbevg  and  Mannheimer,  Menge,  Nov6-Josseraud,  Ldhlein, 
Tanner,  Oppenbeim,  Schauta,  Launen,  and  Apfelstedt  and  Asdioff. 
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TRANSLATION— (Abstract). 

"Beitrage  zur  Lehre  von  der  Ovulation,  Menstrua- 
tion UND  Conception.  Von  Dr.  Paul  Strassman. 
Archiv  f.  Gyndk,  B.  52,  H.  i,  1896. 

(Continued  from  p.  585,  vol.  xii.) 

The  Anatomical  Process  of  Ovulation. — This  must  be 
divided  iuto  two  parts : — (i)  The  ripening  of  the  ovum ; 
(2)  the  discharge  of  the  ovum  (bursting  of  the  follicle). 

The  ripening  of  the  ovum,  as  also  of  the  Graafian 
follicle,  goes  on  continually.  Not  seldom  we  find  follicles 
ready  to  burst  before  puberty— in  the  newly-born  quite  as 
frequently  as  later.  This  is  analogous  to  the  activity  found 
in  the  breast  glands.  Before  the  onset  of  menstruation, 
however,  "  corpora  lutea "  are  wanting,  and  the  proof  of  a 
freshly-burst  follicle  has  not  yet  been  established.  The 
ovary  is  in  the  same  condition  of  rest  as  is  the  uterus. 

From  the  beginning  of  puberty  the  large,  ready-to-burst, 
and  already  burst  follicles,  with  typical  layers,  the  cicatrices 
of  burst  follicles  and  the  typical  corpora  lutea  first  appear ; 
the  few  exceptions  only  prove  the  rule.  Ovulation  can 
under  certain  circumstances  take  place  before  menstrua- 
tion ;  the  occasional  occurrence  of  pregnancy  in  a  girl  who 
has  never  menstruated  proves  this. 

In  ovaries  removed  by  laparotomy  we  observe,  without 
exception,  many  follicles  of  different  size,  variously  short 
of  bursting.  The  spontaneously  burst  ovulation-  or  men- 
struation-follicle is  a  bigger  structure,  as  its  governing  posi- 
tion implies.     We  remember  to  have  seen  many  follicles 
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of  15  mm.  in  diameter.  Leopold  gives  2*6  cm.  long  and 
17  cm.  high  as  the  measurements  of  the  ripe  follicle. 
According  to  Puech  and  Raciborski,  the  ovary  which  bears 
the  ripe  follicle  undergoes  an  increase  of  about  15  mm.  in 
size.  The  follicle  bursts  by  a  general  extension  of  growth. 
If  it  is  not  already  emptied,  it  is  impossible  to  say  ho'w 
soon  or  in  what  line  the  follicle  will  burst  (Leopold's 
analogy  is  a  soap  bubble).  If  it  bursts  on  gently  raising 
the  ovary  it  is  easily  evident  that  it  would  soon  have 
spontaneously  ruptured,  but  an  exact  estimation  of  the 
ripeness  of  a  follicle  is  impossible  without  microscopical 
examination. 

The  development  of  the  vessels,  the  liberation  at  the 
point  of  the  follicle  of  a  spot — "  the  stigma  " — ^the  develop- 
ment of  the  theca  interna,  and,  lastly,  of  the  egg  itself,  bear 
witness  to  the  ripeness  of  the  follicle  and  the  fact  that  the 
ovum  by  pressure  must  discharge  itself  from  the  follicle. 
In  the  ripe  ovum  the  germ-spot  is  karyokinetically  dimin- 
ished, the  germ-vesicle  indistinct,  and  the  ovum-protoplasm 
changed  into  deutoplasm  (Hertwig). 

Not  all  follicles  become  "ripe."  There  are  always 
many  placed  close  together,  but  in  a  definite  space ;  only 
single  ones  or  a  few  come  to  full  development  and  empty 
their  ova — the  rest  go  back.  In  every  sound  ovary  such 
atretic  follicles  are  present  (Nagel).  The  epithelium  of  the 
ovum  degenerates,  the  ovum  breaks  down,  wander-cells 
crowd  in  and  carry  away  the  products  of  degeneration 
(Hoelzl).  The  zona  pellucida  folds  itself  together  (Wal- 
deyer),  and  remains  visible  for  a  long  time  in  the  centre  of 
the  declining  follicle.  This  may  be  regarded  to  some  extent 
as  an  intra-follicular  abortion.  Hensen  explicitly  remarks 
that  the  abundant  decline*  of  the  ova  of  beasts  is  specially 
frequent,  and  not  limited  to  this  class. 

Sexual  impulse  and  cohabitation  can  only  be  regarded  as 
having  a  possible  or  questionable  influence  on  ovulation. 
The  ripening  of  the  ovum  and  menstruation  are  always 
completely    independent    of     sexual    congress    (Bischoff, 
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Negrier,  Raciborsky,  Pouchet) ;  but  it  is  reasonable  to 
suppose  that  rupture  of  a  follicle  may  be  accelerated  by 
the  "trauma"  of  cohabitation.  "The  dehiscence  of  the  folli- 
cles may  be  precipitated  under  the  influence  of  connection 
alone."  Hensen  and  Slavianski  hold  this  possibility  as 
true  after  observations  on  rabbits. 

During  the  ripening  of  the  ovum  there  is  a  continuous 
function  of  the  ovary;  but  one  follicle  is  for  a  time  fore- 
most in  development,  and  this  proceeds  as  far  as  the  for- 
mation of  the  corpus  luteum — only  one  (or  two — "  twins  ") 
are  freshly  ruptured,  and  each  takes  some  weeks  for  its 
disapp)earance. 

Periodicity  of  the  Discharge  of  the  Ova  in  Women. — We 
are  indebted  to  BischofI  for  the  law  that  the  rupture  of  the 
follicle  (the  full  ripening  of  the  ovum  and  its  exit  from  the 
ovary)  takes  place  periodically.  Each  menstruation  is  the 
expression  of  an  ovulation.  The  "  rut "  of  animals  and  the 
menstruation  of  women  are  identical  functions. 

Since  the  uterus  is  dependent  on  the  ovaries  for  develop- 
ment and  growth,  it  is  only  a  step  to  conclude  that 
heightened  activity  of  the  ovary  calls  forth  a  heightened 
life-expression  of  the  uterus ;  and  as  this  is  visibly  periodi- 
cal, the  activity  of  the  ovaries  is  periodical  likewise. 

The  acceptance  of  a  periodical  ovulation  would  serve 
to  clear  up  the  periodicity  of  menstruation.  The  question 
of  the  periodical  activity  of  the  sexual  organs  would  thereby 
only  be  pushed  back  a  step,  and  as  a  consequence  of  this 
conclusion  there  would  only  remain  for  us  to  perceive  a 
general  rhjrthmic  life-expression,  as  in  respiration  and 
pulse,  &c. 

One  good  observation  on  a  sound  organism  is  worth 
more  than  a  dozen  on  those  that  are  diseased.  But  only  an 
accident  can  afford  us  the  opportunity  of  examination  of 
sound  genital  organs  in  a  sound  organism.  Especially 
valuable  are  those  cases  in  which  young  females  who  have 
only  menstruated  a  few  times  come  to  the  post-moitem  room. 

VOL.  XIII. — NO.  49.  8 
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Here  the  number  of  the  cicatrices  or  corpora  lutea  should 
correspond  with  the  number  of  the  menstruations. 

Bischoff  has  been  already  referred  to.  Girdwood  reports 
that  in  a  girl  i8  years  old,  who  died  of  phthisis  and  had 
menstruated  six  times,  he  found  five  clear  cicatrices  and  one 
doubtful  one.  Two  other  cases  of  Girdwood's  (thirty-six 
menstruations  with  thirty-four  cicatrices,  and  twenty-four 
menstruations  with  twenty-two  cicatrices),  tell  more  for 
the  connection  between  ovulation  and  menstruation  than 
against  it.  With  the  larger  number  the  counting  becomes 
of  course  less  certain. 

Operative  gynaecology  brought  new  light.  The  extra- 
ordinarily careful  investigations  and  demonstrations  of 
Leopold  and  his  school  have  very  materially  widened  our 
knowledge  on  the  growth  and  decadence  of  the  follicle. 
But  here  also  the  genitalia  examined  were  always  more  or 
less  diseased.  In  myoma,  for  example,  the  ovaries  always 
showed  macroscopic  or  microscopic  changes  which  very 
probably  had  some  influence  on  ovulation.  Out  of  the 
older  literature  the  following  accounts  of  {post-mortem) 
sections  stand  out  for  our  guidance  : — 


Name. 

Sections  at 

Burst  Follicle  or 

Absence  oT 

Menstrnal  Period. 

Ripe  Follicle. 

Bum  Follicles. 

Bischoff... 

3 

3 

KoUiker... 

...          •*•          •■« 

8-IO 

6-8 

2 

Reichert 

...          ... 

23 

22 

— 

(One  case  with 

burst  follicle  b 

ut  without  blee 

ding.) 

Williams 

...        ...        ... 

16 
(One  case 

12 

doubtful.) 

3 

From  operation  reports  the  following  are  collected  : — 

Name. 

Sections  at 
Menstrual  Period. 

Burst  Follicle  or 
Ripe  Foltide. 

Absence  of 
Burst  FoUicles. 

Leopold  and  Mironoff 

L.  fait 

Arnold  (collected  cases) 

42 
49 
54 

30 

9 
39 

12 
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So  far  as  these  go  we  gather  that  in  the  majority  of  cases  a 
freshly  burst  follicle  is  found  at  the  time  of  menstruation. 

In  a  noteworthy  minority  of  the  operation  reports, 
neither  in  a  ripe  nor  ruptured  state  is  the  follicle  seen.  One 
might  hold  with  reason  that  in  these  cases  one  has  to  do 
with  diseased  patients.  Clinical  symptoms,  too,  are  not 
wanting  which  point  to  an  abnormal  course  of  ovulation. 
Fehling,  for  example,  explained  inter-menstrual  pain — a 
well-known  pathological  occurrence — ^as  a  normal  ovulation 
between  two  menstrual  periods.  Especially  after  inflamma- 
tion within  the  appendages  or  in  their  neighbourhood,  with 
formation  of  retention  tumours  and  adhesions  about  the 
ovary,  is  ovulation  directly  disturbed.  This  may  account 
for  the  remarkable  figures  of  Mr.  Tait.  In  double  pyo- 
^pinx,  for  example,  one  sees  the  ovaries  so  displaced,  so 
closed  round  on  both  sides,  and  incarcerated  in  the  pouch 
of  £>ouglas,  that  a  follicle  could  scarcely  develop  to  the  size 
of "  ripeness,"  and  much  less  could  it  then  burst. 

In  peri-oophoritis,  too,  we  cannot  wait  for  the  stretching 
of  the  Graafian  follicle  until  it  is  fully  ripe,  or  the  thinning 
of  the  wall  until  it  bursts.  In  fact,  in  such  an  ovary  no 
fresh  cicatrices  are  found,  but  an  inflamed  and  thickened 
surface  under  which  numerous  old  follicles  appear.  The 
pains  which  women  suffer  during  menstruation,  with  peri- 
oophoritis and  pelvic  peritonitis,  with  or  without  diseases  of 
the  tubes,  may  be  put  down  with  the  highest  probability  to 
hindered  ovulation  which  leads  to  increased  tension  in  the 
ovary  without  any  compensation.  Already  the  separation  of 
the  ovaries,  either  by  massage  or  operation,  has  led  to 
improvement  of  the  pain  under  these  conditions. 

If  the  extirpated  appendages,  however,  appear  to  be  com- 
pletely sound,  it  does  not  necessarily  follow  that  the  uterus 
and  whole  organism  are  sound  also,  and  this  may  possibly 
influence  the  character  of  the  menstruation,  indeed,  if  they 
had  been  sound,  the  appendages  would  not  have  been 
removed.  Such  cases  must  accordingly  be  used  with 
extremest  caution  (if  at  all),  in  forming  any  conclusion  as 


1 1 6  Translation. 


to  the  coincidence  or  not  of  ovulation  and  menstruation. 
Finally,  we  must  not  lose  sight  of  the  fact  that  all  women 
who  have  undergone  operation  have  been  decidedly  in- 
fluenced mentally  by  the  operation.  In  this  way,  an 
influence  on  the  menstruation  type,  a  disturbance  of  the 
nervous  mechanism  of  the  play  which  takes  place  bet'ween 
connected  organs  and  functions,  is  highly  probable.  The 
follicle  concerned  may  have  been  broken,  if  not  (easily)  at 
the  time  of  operation,  then  at  the  previous  examination. 
This  is  the  more  probable  as  the  appendages  are  drawn 
forward  and  exhaustively  examined  under  anaesthesia  so 
that  the  protecting  tension  of  the  abdominal  wall  is  entirely 
wanting. 

On  the  other  hand,  these  objections  allow  some  to  hold 
ovulation  and  menstruation  as  two  events  quite  indepen- 
dent (Slavjansky),  and  to  reckon  menstruation  as  a  self- 
standing  physiological  phenomenon.  We  must  therefore 
mark  the  fact  that  under  pathological  conditions  many 
women  menstruate  without  the  fresh  bursting  of  any  fol- 
licle. We  shall  seek  to  clear  this  up  further.  For  the  ex- 
planation of  those  cases  where  menstruation  takes  place 
without  ovulation,  Leopold  and  Mironoff  have  advanced 
the  hypothesis  that  ovulation  and  the  formation  of  a  typical 
"  corpus  luteum  "  may  be  replaced  by  haemorrhage  into  an 
unripe  and  unburst  follicle.  In  their  studies  they  differen- 
tiate between  typical  corpora  lutea,  which  burst  during 
menstruation  and  become  tensely  filled  with  blood,  and 
atypical  corpora  which  arise  from  the  unburst  follicles  whose 
walls  are  fallen  together  and  only  contain  a  little  blood  clot. 
From  our  own  experience  the  discovery  of  an  elastic  blood 
mass  in  a  corpus  luteum  is  by  no  means  regular.  This,  too, 
is  the  view  of  Olshausen.  After  what  we  know  of  the 
retrograde  metamorphosis  of  the  follicle,  it  would  rather 
appear  that  both  these  kinds  of  corpora  are  more  or  less 
pathological,  due  to  their  removal  from  cases  operated  on  at 
Leopold's  clinic. 

In  the  microscopical  account  of  the  "atypical  corpora" 
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evidence  of  the  retention  of  the  ovule  is  wanting,  although 
there  should  be  some  indication  of  this  if  the  follicle  is  ripe 
but  not  broken.  It  is  especially  remarkable  that  in  the 
careful  work  of  Hoelzl  no  similar  conditions  are  described. 
Leopold  and  Mironoflf  make  use  of  the  result  of  their 
investigations  in  order  to  re-establish  the  thesis  of  Pfluger 
that  the  ruling  movement  of  menstruation  is  not  the  periodical 
ripening  but  the  steady  growth  of  the  follicles  or  the  predomi- 
nating growth  of  one  follicle.  Pfliiger's  view  goes  further 
— "that  the  growth  of  the  ovary  produces  a  permanent 
irritation.  These  stimuli  collect  themselves  (Feoktistow 
compares  them  to  cohabitation  and  ejaculation),  and  finally 
the  reflex  consequence  follows,  viz.,  a  powerful  blood-con- 
gestion of  the  genitalia,  while  the  vessels  of  the  face  and 
hands  appear  to  be  contracted.  From  this  follows,  first,  the 
menstrual  changes  in  the  uterus,  and  secondly,  the  bursting 
of  the  follicle,  which  opens  either  during  or  after  the 
hyperaemia." 

The  periodicity  is  explained  by  Pfluger  by  a  theory  of 
dynamic  equihbrium  of  all  organs,  from  which  it  follows 
that  the  ovaries  carry  a  definite  number  of  stimuli  to  the 
central  nervous  system  every  day.  Menstruation  appears 
without  a  corpus  luteum  when  no  large  follicle  happens  to 
be  present.  (We  have  thoroughly  quoted  these  opinions 
because  Pfluger's  views  are  often  referred  to  as  if  he  did  not 
speak  of  menstruation  without  ovulation.)  There  always 
remains  one  exception :  for  the  recurring  menstruation  of  a 
healthy  woman  permits  of  recognition,  but  the  ovulation 
does  not.  In  same  kind  of  relation,  however,  the  phase  of 
the  uterine  mucous  membrane  to  the  expected  conception 
still  remains,  and  it  is  not  certain  that  when  these  changes 
take  place  without  a  ripe  ovum  presenting  itself  for  fructifi- 
cation, the  condition  can  be  regarded  as  normal.  Generally 
we  hold  therefore  to  the  view  that  the  shedding  of  the 
ovum  is  periodic  like  the  menstruation. 

The  part  played  by  the  Tubes  in  Menstruation. — ^The 
Fallopian  tubes  do  not  suffer  such  marked  changes  during 
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menstruation  as  the  uterus.    They  take  part  somewhat  in 
the  hyperaemia  and  are  perhaps  in  lively  peristalsis.     The 
accounts  hitherto  given  of  tubal  menstruation  (Landau  and 
Rheinstein)  in  atresia,  (Hofmeyer)  in  a  stitched-up  tube, 
(Chapin-Minaret)  in  inverted  uterus,  are  (on  account  of  these 
marked  pathological  changes)  not  to  be  considered  as  reliable 
evidence.    Against  any  regular  tubal    menstruation   is  the 
fact  that  after  loo  and  i,ooo  cases  where  occluded  tubes  for 
pyo-  or  hydro-salpinx  were  extirpated  no  blood  collections 
were    found,    while    these    inflammatory    conditions    had 
rather  increased  the  menstruation  from  the  uterine  mucous 
membrane.    Wendeler  observed  the  changes  in  the  tubes 
of  a  young  girl  who  died  of  apoplexy  at  the  end  of    a 
menstruation.     He  found    in  them  similar  but   not   such 
marked  appearances  as  those  in  the  uterus.    Another  case 
of  Wendeler's  in  which,  after  total  extirpation  of  the  uterus, 
a  tubal  fistula  remained  in  the  vagina,  showed  that    no 
regular  bleeding  took  place  from  the  tube.    The  fact  that 
every  four  weeks  with   typical  molimina  a  few  drops   of 
mucus  were  secreted  from  the  vagina,  can  be  traced  to 
ovulation   according  to    my   ideas,   if   the  liquor  foUicuIi 
with  the  ovum  were  carried  out  through  the  tube.    As  a 
matter  of  fact  there  came  for  the  first  time  the  accident  of 
a  pregnancy  in  this  vaginal  tube,  which  was  cleared  out 
vaginally  by  Wendeler.     In   the    above-described  case    a 
marked    blood    collection    was    found    only    in    the    left 
ampulla,  which   possibly  arose  from  the  operation.    The 
tubal  mucous  membrane  was  generally  free  from  extrava- 
sation or  blood  remains.     Fritsch  has  removed  the  appen- 
dages eleven  times  during  menstruation  and  never  found 
blood  in  the  tubes. 

Menstruation,  no  indepettdent  life-expression  of  the  uterus 
and  not  the  cause  of  ovulation. — ^Were  menstruation  an  inde- 
pendent phenomenon  of  the  uterus,  and  did  the  follicle 
burst  only  under  the  influence  of  menstrual  congestion,  then 
pregnancy  could  not  occur  in  amenorrhoeic  individuals ;  but 
this  has  been  observed  in  children  as  already  pointed  out,  it 
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may  even  exceptionally  occur  after  the  menopause,  and  we 
see  it  during  lactation.  These  cases  demonstrate  the  inde- 
pendence of  the  ripening  and  bursting  of  the  follicle  from 
the  menstrual  blood-flow.  They  form  a  very  weighty  piece 
of  evidence  against  the  inoculation  theory  of  Pfluger,  and  of 
the  highest  moment  for  the  comprehension  of  menstruation. 
As  already  remarked,  a  sudden  filling  of  the  follicle  with 
fluid  does  not  take  place.  The  vessel  development  and 
ripening  goes  on  very  gradually. 

Anatomically,  as  Reichart,  Leukardt  and  Waldayer  have 
specially  pointed  out,  the  opening  of  the  follicle  is  inde- 
pendent of  menstruation.  Werth's  case — one  of  four-weekly 
swelling  of  the  ovaries  in  a  patient  with  ovarian  hernia  and 
absence  of  the  uterus — proves  that  a  periodical  increase  of 
o\'arian  activity  takes  place  or  a  periodical  hyperaemia  is  (in 
some  way)  brought  about. 

Other  observations  on  ovarian  herniae  (cases  collected  by 
Englisch)  show  that  the  swelling  takes  place  before  the 
menstruation. 

During  menstruation  the  ovaries  are  at  first  swollen,  but 
decrease  in  volume  during  the  menstruation  (Morel- Lavall^e, 
Verdier,  Barnes,  Oldham).  This  is  important  to  remark, 
since  one  may  reasonably  conclude  that  later,  after  men- 
struation, when  the  vascular  congestion  is  gone,  a  bursting 
of  a  follicle  is  no  longer  probable.  The  ante-menstrual 
blood-pressure  is  higher  than  the  inter-menstrual,  the  pres- 
sure suddenly  falling  off  at  this  period.  In  the  general 
hyperaemia  which  during  menstruation  extends  itself  over 
the  pelvis  and  genitaha,  the  ovaries  take  their  part ;  but  this 
swelling  is  not  necessary  for  the  bursting  of  the  follicle. 
According  to  Hoist  and  J.  Meyer  the  normal  ovaries  are 
swollen  during  menstruation,  tensely  elastic,  and  therefore 
easy  to  palpate. 

A  single  case  is  narrated  by  Hyrtl  in  which  the  unim- 
pregnated  ovum  was  found,  and  thereafter  the  time  of  its 
shedding  was  unexpectedly  established.  On  the  fourth  day 
of  menstruation  the  minute  ovum  was  in  the   interstitial 
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portion  of  the  tube ;  the  folHcle  must  necessarily  have  rup- 
tured a  long  time  previously. 

Very  instructive  too  is  Case  4  of  the  work  of  Leopold 
respecting  a  young  girl  who  lost  her  life  by  an  explosion. 
Two  days  before  the  expected  menstruation  the  follicle  was 
already  burst,  while  the  thickened  uterine  mucous  membrane 
had  not  yet  begun  to  bleed. 

Williams  found  in  twelve  cases  that  the  follicle  had  burst 
before  the  onset  of  bleeding. 

Reichert  and  His  accept  an  interval  of  two  days  between 
separation  of  the  ovum  and  menstruation.  On  this  is 
founded  the  well-known  Sigismund-Lowenhardt  theory  in 
which  Simpson,  Gusserow  and  others  concur. 

Under  the  heading  of  Is  ovulation  the  cause  of  tnenstrua- 
tion  f  the  author  recapitulates  some  of  the  facts  tending  to 
prove  the  comparative  importance  of  the  ovaries  in  the 
organism.  He  refers  (clinically)  to  the  enlargement  which 
may  often  be  felt  in  one  ovary  before  a  menstrual  period, 
and  to  the  difference  in  size  of  the  ovaries  which  may 
sometimes  be  observed  in  the  first  weeks  of  pregnancy,  and 
then  proceeds  to  describe  eleven  experiments  on  dogs,  by 
which  he  seeks  to  establish  a  definite  relation  between 
swelling  of  the  ovary  and  hyperaemia  of  the  genitals.  In 
his  experiments  (which  are  described  in  detail)  the  ovary 
was  usually  fixed  in  the  wound,  after  abdominal  section 
had  been  performed,  and  small  injections  were  made  into 
the  ovary  (so  as  to  produce  an  artificial  follicle)  at  chosen 
times ;  the  result,  if  any,  of  these  injections  being  carefully 
observed  and  minutely  described.  For  the  details  of  these 
experiments,  which  are  somewhat  lengthy,  the  reader  must 
be  referred  to  the  original  paper.  The  author's  conclusions 
and  remarks  are  given  in  the  following  section. 

Results  and  Criticism  of  the  Experiments.  —  From  the 
experiments  which  have  been  described,  it  follows  that  the 
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increase  of  intra-ovarian  pressure  in  dogs,  caused  by  the 
injection  of  fluids,  produces  changes  in  the  endometrium. 
With  these  also  are  noticed  appearances  in  the  genitalia, 
which  in  many  ways  are  similar  to  the  phenomena  of  "  rut," 
hypersemia  of  the  vagina  and  external  genitals,  erection  of 
the  clitoris,  increased  secretion  of  mucus  and  blood,  and, 
at  times,  symptoms  of  excitement  (Case  i). 

It  is  scarcely  necessary  to  mention  that  a  true  "  rut " 
was  not  produced  by  the  introduction  of  indifferent  fluids, 
and,  indeed,  could  not  be  produced  any  more  than  artificial 
ovula,  or  the  fcetus  itself  could  be  manufactured.  But 
certain  direct  anatomical  changes  always  took  place  in  the 
uterine  mucous  membrane,  which  we  had  reason  to  con- 
sider as  of  ovarian  origin.  In  the  cases  microscopically 
examined  the  endometrium  was  thicker  after  the  injectjpn, 
the  folds  of  the  surface  less  marked,  and  the  cavity  of  the 
uterus  smaller.  That  the  displacement  of  the  ovaries  or 
the  abdominal  section  was  not  alone  the  cause  of  the 
descending  changes  in  the  genitalia  is  rendered  evident 
by  the  control  experiments.  Neither  macroscopically  nor 
microscopically  were  any  inflammatory  or  degenerative 
changes  evident,  and  these  were,  therefore,  not  answerable 
for  the  result.'  The  ovaries  remained  free  from  suppuration. 
In  the  abdomen  only  loose  adhesions  were  found,  such  as 
follow  after  every  laparotomy — the  unavoidable  mechanical 
shedding  of  the  serous  epithelium  ;  there  was  no  inflamma- 
tory membrane.  The  place  of  incision  in  the  companion 
operation  healed  in  the  same  way  as  the  pedicle  after  an 
ovariotomy,  and  on  the  other  side  no  trace  was  found  of 
adhesions  or  inflammation.  With  the  exception  of  experi- 
ment No.  6,  where  a  piece  had  been  cut  out  of  the  middle 
of  a  horn  which  was  in  a  state  of  active  "  rut,"  no  retention 
(hydro-  or  pyo-metra)  or  other  disease  appeared.  The 
phenomena  were  not  delayed  by  any  direct  irritation  by 
escape  of  the  injected  material  through  the  tubes  and  the 
uterus.  Neither  in  the  tubes  nor  in  the  glands  of  the  uterus 
was  the  "  very  easily  seen  blue  colour  stuff  "  observed  after 
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section  or  incision.  No  regular  contractions  of  the  uterus 
were  observed  during  the  injections.  That  the  excision  from 
the  one  horn  (necessary  for  comparison)  has  no  effect  on 
the  other  is  theoretically  most  probable.  Both  horns  open 
together  in  common,  yet  they  lie  so  far  removed  from  one 
another,  their  vessels  are  so  sharply  defined,  that  their  rela- 
tion is  scarcely  different  from  that  of  the  ureters  to  the 
bladder.  A  change  in  the  one  causes  no  change  in  the 
other.  Finally,  after  excision,  if  no  injection  has  been  made, 
the  changes  on  the  other  side  are  wanting.  The  facts  that 
the  changes  were  visible  after  some  days,  and  that  they  were 
often  first  clearly  noticed  after  two  days,  speak  against  the 
acceptance  of  any  traumatic  influence. 

Now  we  have  to  consider  the  way  in  which  these  uterine 
changes  take  place. — By  the  sudden  impact  of  a  strange, 
clotted  fluid  numerous  nerve  fibres  become  affected,  dis- 
turbed in  their  nutrition  and  mechanically  irritated.  Recent 
works  on  the  nerve  supply  of  the  ovary  make  this  a  certainty 
(Herff,  Riese,  v.  Gaurousky  and  Winterhalter).  From  the 
work  of  Rohrig  we  know  that  the  irritation  of  the  ovarian 
nerves  by  the  electrical  current  produced  increased  blood 
pressure  in  addition  to  uterine  contractions.  The  vaso- 
motors were  excited.  The  histological  changes  about  the 
injection  material,  the  phagocytosis  which  produced  the  arti- 
ficial "foreign  body  follicle,"  produced  a  lasting  irritation 
which  led  to  vessel  disturbance  in  the  uterus  along  paths 
provided  for  this  purpose.  Probably  no  simple  descending 
hyperaemia  takes  place,  but  excitations  proceeding  from  the 
ovary — ^as  in  ovulation  and  rut — are  collected  together  in 
nerves  and  ganglia,  and  journey  thence  toward  changes  in 
the  uterine  mucous  membrane.  This  reflex  disturbance  can 
take  its  way  through  the  lumbar  cord,  but  perhaps  may  be 
conveyed  directly  through  the  Frankenhauser  ganglion,  or 
through  the  sympathetic  ovarian  fibres  and  ganglia. 

In  this  way  we  come  back  to  Pfluger's  hypothesis,  that 
the  pressure  of  the  growing  follicle  on  the  sensible  nerve 
endings  of  the  ovary  is  the  exciting  cause  of  the  reflex  action 
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of  the  vaso-motor  nerves  of  the  genitals.  Joulin  says 
without  hesitation — "  The  ripe  ovum  acts  as  a  foreign  body 
on  the  ovary.  The  nerve  irritation  arising  therefrom  acts 
reflexly  on  the  muscular  apparatus  of  the  internal  genitals." 
Robinson  accepts  the  presence  of  automatic  menstruation- 
serving  ganglia,  which  lie  on  the  sides  and  at  the  fundus  of 
the  uterus,  and  stand  in  connection  with  the  sympathetic 
nerve  mesh-work  and  exercise  an  exciting  action.  Winter- 
halter  has  lately  described  and  pictured  ganglia  lying  in 
the  zona  vasculosa,  whose  branches  in  manifold  connections 
encircle  the  vessels. 

Connected  with  Exner's  remarks  on  the  activity  of 
ganglion  cells  (stimulations  received,  preserved,  accumulated, 
and  again  given  out  after  a  certain  height  of  stimulation 
has  been  reached),  Winterhalter  argues  that  this  ganglion  of 
the  sympathetic,  inserted  between  the  follicle-layer  and  the 
vessels,  directly  transmits  the  out-going  impulse  from  the 
ripening  follicle  to  the  vessel-nerves  in  reach  of  the  genital 
apparatus,  and  then  produces  in  this  periodically  a  state  of 
hyperaemia. 

With  Exner's  view  the  incubation  time  will  also  be 
explained — ^the  time  between  the  date  of  injection  and  the 
visible  and  highest  issue  that  follows  in  the  uterus  (two 
to  three  days).  One  has  here  still  to  reflect  that  the 
vascularization  about  the  place  of  injection  occasions  a 
gradually  increasing  congestion  and  irritation  of  the  nerve- 
apparatus  in  the  ovary. 

This  incubation  time  should  not  cause  any  astonishment. 
We  meet  with  a  similar  symptom  at  the  commencement  of 
lactation.  As  is  well  known,  this  is  bound  up  with  the 
delivery  of  the  child  and  the  emptying  of  the  uterus.  It 
does  not  matter  whether  this  happens  at  the  full  term  end 
of  pregnancy  or  before. 

(After  miscarriages  from  the  second  to  fourth  months,  we 
have  ourselves  observed  indications  of  swelling  of  the  breasts 
and  increase  of  secretion,  while  in  the  second  half  of  preg- 
nancy this  is  a   constant  symptom.    Also  after  the  birth  of 
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a  dead  child  and  the  removal  of  an  extra-uterine  pregnancy 
similar  breast  symptoms  are  present.) 

Lactation  begins,  on  an  average,  on  the  third  day  (seldom 
on  the  second  or  fourth),  and  this  somewhat  suddenly,  while 
the  hesitation  (or  delay)  is  to  be  sought  solely  and  alone 
in  the  three  days  before,  immediately  following  delivery. 

As  an  analogue  to  these  symptoms  in  all  animals,  we 
might,  perhaps,  consider  the  occurrence  of  so-called  pseudo- 
menstruation  in  women.  As  is  well  known,  frequently 
after  operative  procedures,  and  especially  after  operations 
on  the  appendages,  in  a  certain  time  a  bleeding  comes  on 
of  variously  long  duration  quite  independent  of  men- 
struation. It  is  very  conceivable  that  the  so-called 
pseudo  -  menstruation  represents  an  equivalent  for  actual 
menstruation,  and,  therefore,  may  rather  be  regarded  as 
an  abortive  menstruation. 

It  is  evident  that  operation  must  have  some  action  on 
the  follicle  apparatus.  The  account  of  J.  Veit  is  worthy  of 
notice — for  he  observed  the  onset  of  a  pseudo-menstruation 
after  a  one-sided  ovariotomy,  though  the  ripened  follicle 
belonged  to  the  removed  ovary. 

Now  several  points  may  be  considered  for  the  explana- 
tion of  pseudo-menstruation.  In  the  above  case  it  is  very 
improbable  that  the  uterine  mucosa  was  rendered  thick  and 
bleeding  from  traumatic  causes,  especially  as  the  case  was 
one  of  simple  ovariotomy.  Then  the  pseudo-menstruation 
after  the  operation  was  not  enough  to  make  it  remarkable. 
Another  acceptation,  however,  is  that  after  enucleation  of 
large  vascular  tumours,  such  a  marked  overfilling  of  the 
vessels  of  the  pedicle  follows  that  the  collateral  vessels  of 
the  uterus  may  take  part  (Olshausen).  The  consequence 
of  this  congestion  is  the  bleeding  from  the  mucous  mem- 
brane (similar  to  the  bleeding  in  heart  failure).  To  a  certain 
extent  also  the  weakening  of  the  heart's  action  that  follows 
important  operations  with  long  narcosis  may  take  part  in 
the  hyperaemia  of  the  abdomen  and  pelvic  organs.  After 
the  removal  of  large  tumours,  too,  the  consequent  reduction 
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of  the  intra-abdominal  pressure  may  have  a  mechanical 
action  in  causing  a  rush  of  blood  to  the  parts.     Could  we 
thoroughly  observe  under  certain  conditions,  after  removal 
of  large  tumours,  the  factors  favourable  to  pseudo-menstrua- 
tion, there  would  still  remain  in  other  cases — as  for  example, 
after  simple  castration — as  the  next  causal   condition,  that 
through  the  touching  and  bruising  of  the  ovary,  through  the 
cutting  through  and  tying  off  of  the  ovarian  nerves,  the  same 
chain  of  symptoms  is  set  free  as  in  physiological  ovulation. 
Especially  as  we  accept  the  fact  that  between  the  bursting 
of  the  follicle  and  uterine  bleeding  two  days   elapse,  so 
the  interval   of  two  to  three  days  that,  according  to   my 
experience,  intervenes  between  operation  and  pseudo-men- 
struation would  be  a  support  to  our  view,  and  we  may  per- 
ceive in  pseudo-menstruation  itself  an  occurrence  directly 
similar  to  menstruation.     If  Veit's  observation  be  regularly 
confirmed  we  should  have,  through  removal  of  the  ovary 
with  a  ripe  follicle,  a  practical  menstruation  artificially  and 
prematurely  induced.   Issmer  expresses  a  similar  view  regard- 
ing seven  cases  of  double-sided  ovariotomy  that  took  place  at 
Winckel's  clinic,  that  the  haemorrhagic  discharge  soon  after 
the  operation  was  the  greater  when  the  operation  was  further 
removed    from  the  last   menstruation.    This   bleeding  also 
represented  the  last  menstruation  of  these  patients.    When 
the  time  of  operation  occurred  shortly  after  the  menstrua- 
tion (where  also  a  renewed  mucous  membrane  was  present) 
no  pseudo-menstrual  bleeding  occurred.    The  greater  the 
hypertrophy  of  the  mucous  membrane,  the  nearer  the  time 
approached  to  the  next  menstruation,  the  greater  was  the 
amount  of  loss.    What  was  for  a  long  time  suspected  by 
clinicians  and  formed  the  groundwork  of  many  hypotheses, 
has  obtained  a  new  support    from    our    experiments  on 
animals,  viz.,  that  the  ovary  governs  the  uterine  mucous  mem- 
brane.    We  can,  therefore,  with  reason  accept   Leopold's 
simile  that  the  uterine  mucous  membrane  indicates  previous 
changes  in   the    ovary,  just  as  the   striking  of  the  hour 
indicates  the  movement  of  the  clock. 


126  Translation. 


We  may  accept  for  the  animal  as  certain,  and  for  the 
healthy  woman  as  extremely  probable,  that  the  mechanism 
is  so  arranged  that  the  full  ripening  of  a  follicle  or  a  certain 
periodical  maximum  of  tension  (in  the  ovary)  shows  itself 
in  changes  of  the  uterine  mucous  membrane. 

Under  pathological  conditions  the  mechanism  may  so 
alter  that  the  changes  in  the  uterus  give  notice  of  another 
time  than  that  of  complete  ripening  or  pressure-maximum. 
If  we  carry  our  simile  further,  this  would  be  as  if  the 
clock  struck  the  hour  when  the  time  stood  only  at  "  three- 
quarters."  If  the  movement  of  the  clock  stands  still  the 
hour  strikes  no  longer;  if  the  ovary  ceases  its  activity, 
no  periodical  changes  take  place  in  the  uterine  mucous 
membrane.  The  timepiece  may  go  on  when  the  striking 
apparatus  no  longer  acts. 

This  indicates  for  us  that  the  function  of  the  ovaries 
may  still  be  present  without  the  changes  in  the  endome- 
trium, even  when  the  uterus  is  absent.  Never,  however, 
will  the  hour  strike  when  the  wheels  of  the  clock  are  not 
moving,  and  never  can  anyone  through  the  striking  appa- 
ratus set  the  clock  in  motion. 

Similarly,  the  uterus  cannot  act  if  the  ovaries  act  no 
longer,  and  just  as  little  can  anyone  stimulate  the  ovarian 
activity  through  the  uterus. 

John  W.  Taylor. 
Fred  Edge. 
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REVIEWS. 

Revue  de  GYNiECOLOGiE  et  de  Chirurgie  Abdominals . 
(Paraissant  tous  les  deux  mois.)  Sous  la  direction  de 
Professor  S.  Pozzi  (No.  i,  Janvier-Fevrier). 

This  is  the  first  issue  of  this  important  journal,  and 
its  appearance  will  be  welcomed  by  abdominal  and  gynae- 
cological surgeons  generally.  In  its  pages  are  discussed, 
not  only  those  subjects  of  a  more  purely  gynaecological 
character,  but  also  all  matters  appertaining  to  abdominal 
surgery  generally.  For  instance,  in  this  first  number  there 
is  a  long  and  important  review  by  Professor  Pozzi,  on  resec- 
tion and  ignipuncture  of  the  ovary,  and  an  interesting  note 
on  a  case  of  deciduoma  malignum,  by  Messrs.  Monod  and 
Chabry,  as  well  as  an  original  article  by  Dr.  Paul  Segond 
on  acute  bedsore  as  a  possible  complication  of  vaginal 
hysterectomy.  Professor  Pozzi  reviews  the  literature  and 
published  records,  up  to  the  present  year,  of  the  conserva- 
tive surgery  of  the  uterine  adnexa,  showing  how  much  we 
are  indebted  to  such  surgeons  as  A.  Martin,  Polk,  Zweifel, 
and  others  who  adopted  the  suggestion  of  Schroeder  to 
resect  the  ovary,  and  thus  preserve  as  much  of  the  sound 
tissues  as  possible,  without  removing  the  entire  organ — a 
step  the  importance  and  value  of  which  is  most  clearly 
evidenced  in  such  a  case  as  that  in  which  Schroeder  first 
practised  it,  where  the  adnexa  of  one  side  were  removed, 
and  a  portion  of  the  ovary  of  the  other  was  preserved.  The 
patient  was  delivered  of  a  healthy  child  at  full  term. 

Pozzi  makes  the  following  division  of  the  conditions 
which  may  demand  oophorectomy  :  (i)  Benign  neoplasms, 
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such  as  cysts  of  the  ovary,  which  are  neither  colloid  nor 
papillary  in  character,  with  serous  contents,  or  of  the  dermoid 
type.     (2)  Those  neoplasms  which  have  a  doubtful   prog- 
nosis, proliferating  glandular  cysts  with   multiple  pockets 
with  gelatinous  or  colloid  contents.     (3)  Neoplasms    pro- 
bably of  a  malignant  type,  comprising  all  papillary  tunciours, 
and  some  non-papillary  tumours,  solid    or    myxomatous, 
which  are  rendered  suspicious  by  an  accompanying  ascites 
and  rapid  development.     (4)  Chronic  ovaritis.    The  author 
discusses  the  different  reasons  which   would  influence  an 
operator  in  preserving  a  portion  of  sound    ovary  at    one 
side  when  that  of  the  other  has  been  removed,  or  of  both 
ovaries  when  the  two  are  but  partially  affected.     He  does 
not  hesitate  to  recommend   resection   in   certain  cases  of 
proliferous  cysts  of  doubtful   character,  where,  as   in    the 
case  of  a  young  woman,  fecundation  may  be  possible,  and 
when  the  cyst  which    has  been  removed  has  the  usual 
characters  of  benignity,  where  there  is  neither  vegetation 
nor  colloid  matter  in  it,  and  where  the  general  health  is 
not  affected.     He  would   pursue  the  same  course   in  the 
case  of  dermoid  cysts.     In  those  cases  in  which   a  large 
multilocular  and  colloid  cyst  of  a  semi-solid  nature  (and 
in  which  recurrence  or  the  liability  to  peritoneal  metastasis 
is  uncertain)  has  been  removed  at  one  side,  and  a  smaller, 
more  limited  cystic  mass  of  a  similar  nature  is  found  at 
the  other  side,  he  counsels  removal  of  this  ovary  also.    The 
element  of  doubt  in  such  a  case  is  too  strong  to  chance  a 
conservative  operation.      In  malign  neoplasms  under  all 
circumstances  he  counsels  removal  of  both  organs.     Dis- 
cussing the  consequences  of  chronic  ovaritis  with  a  view 
to  resection,   the  author   reviews  the  influence  of    tubal 
complications    in    determining    operation.       He    regards 
almost  complete  integrity  of  the  tube  as  the  essential  con- 
dition for  any  attempt  to  preserve  the  ovary. 

The  rarity  of  pregnancy  occurring  in  cases  in  which  the 
abdominal  ostium  of  the  tube  is  closed  is  not  encouraging, 
and  the  danger  of  infection  occurring  from  the  operation  of 
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salpingostomy  has  to  be  remembered.  There  are,  however, 
cases  of  partial  obliteration,  owing  to  some  agglutination  of 
the  fimbriae  or  retraction  of  the  infundibulum,  in  which  the 
operation  of  salpingotomy,  in  contra-distinction  to  salping- 
ostomy, is  indicated.  Here,  by  the  assistance  of  a  sound 
and  stylet,  or  possibly  of  scissors,  the  agglutinated  fimbriae 
are  separated  before  the  canal  is  catheterised.  Delbet  re- 
opened the  ampulla  by  a  longitudinal  incision,  and  having 
washed  the  tube,  and  proved  by  catheterisation  that  there 
was  no  obliteration  of  the  uterine  ostium,  sutured  the 
mucous  membrane  of  the  tube  to  the  peritoneum  to  secure 
the  patency  of  the  newly-formed  orifice,  and  fixed  this 
restored  ampulla  and  its  fimbriae  on  the  ovary.  The  patient 
became  pregnant,  and  was  delivered  of  a  living  child.  In 
discussing  the  lesions  of  chronic  ovaritis  which  are  suitable 
for  resection,  Pozzi  rejects  those  cases  of  advanced  sclerosis, 
and  thinks  that  the  operation  should  be  reserved  for  those 
mixed  cases  in  which  cystic  degeneration  of  the  Graafian 
follicles  is  more  or  less  added  to  the  condition  of  sclerosis. 
Such  conditions  include  large  follicular  cysts  of  the  yellow 
body  and  sclerocystic  ovaritis.  The  various  conservative 
steps  are  detailed,  and  their  relative  advantages  discussed, 
especially  resection  of  that  portion  of  the  ovary  which  con- 
tains the  micro-cysts  accumulated  in  the  greatest  number, 
and  ignipuncture  with  the  thermo-cautery.  Both  Martin 
and  Matthaei  do  not  practise  the  latter,  but  as  we  have 
recently  shown,  Martin  either  stabs  the  cyst  with  a  bistoury, 
or  resects  the  part  and  brings  the  lips  of  the  incision  together 
with  catgut.  For  ignipuncture  Pozzi  employs  the  ordinary 
Paquelin's  knife,  opening  by  its  means  all  the  small  cystic 
cavities  and  applying  it  for  a  few  seconds  to  the  inner  sur- 
face of  each  so  as  to  destroy  its  walls.  In  the  same  paper 
Pozzi  describes  his  operation  for  salpingorrhaphy,  or  the 
fixing  of  the  ampulla  of  the  tube,  having  determined  the 
patency  of  its  calibre,  on  its  resected  ovary. 

In  chronic  ovaritis,  where  there  are  small  sub-tubular 
Wolfian  cysts,  he  removes  these  by  incising  the  peritoneum 
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between  the  tube  and  the  cjrsts,  and  very  near  the  latter,  and 
by  pressure  he  partially  enucleates  it,  completing  its  ablation 
with  the  scissors.    The  bleeding  surface  he  lightly  cauterises 
with   Paquelin,   and    closes  the   wound  with   a   suture   of 
catgut.     Pozzi  in  this  paper  draws  attention  to  the  need  for 
careful  examination  of  the  vermiform  appendix  when  there 
is  a  pyo-salpinx  of  the  right  side  to  be  dealt  with.     This 
attention  to  the  appendix  in  many  cases  of  salpingo-oopho- 
rectomy  at  the  right  side   is   not  perhaps  sufficiently  re- 
membered.    Should  the  appendix  be  diseased,  or  contain  a 
concretion,  or  be  involved  by  adhesions  to  the  adnexa,  it 
would   be  better  to  detach   and  remove  it  after  ligation, 
touching  the  surface  with  the  thermo-cautery.    The  paper 
concludes  with   a  table  of  43  cases  in  which  a  unilateral 
conservative  operation  had  been  performed.    These  opera- 
tions took  place  between  May,  1891,  and  the  end  of  January, 
1897.    There  were  62  operations  on  these  43  patients.     The 
results  in  4  of  the  43  are  not  given,  inasmuch  as  sufficient 
time  had  not  elapsed  to  determine  these.    All  the  patients 
recovered  rapidly  from  the  operation  itself.    Twelve  were 
subjected  to  various  secondary  operations.    The  patients 
operated  upon  have  been  re-examined  at  different  times,  15 
between  six  months  and  a  year,  10  after  a  year,  16  after  two 
years,  5  after  three  years,  i  after  four,  and  i  after  five  years. 
Only  in  10  cases  of  operation  has  he  not  been  able  to  trace 
the  results.    There  have  been  33  complete  cures,  or  con- 
siderable amelioration   of  the  symptoms,  7  were  not  im- 
proved by  operation,  12  had  to  submit  to  some  form  of 
secondary  operation,  6  to  laparotomy,  3  to  hysterectomy, 
2  to  curettage,  and  i  to  colpotomy. 

There  can  be  no  doubt  that  modern  gynaecology  is 
decidedly  moving  in  a  more  conservative  direction,  so  far  as 
removal  of  the  appendages  is  concerned.  Results  such  as 
those  we  have  just  quoted  establish  beyond  doubt  that 
before  removal  of  both  ovaries  a  most  careful  examination 
of  the  adnexa  at  either  side  should  be  made.  In  Pozzi's 
cases  12    subsequently   became   pregnant,    i    twice ;    thus, 
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after  unilateral  resection  there  were  8  pregnancies,  5  normal 
labours,  2  pregnancies  which  ran  to  near  the  full  term,  and 
I  miscarriage  at  two  months.  After  bilateral  resection 
there  were  4  pregnancies,  with  3  normal  labours,  and  i 
miscarriage  at  the  second  month.  These  facts  speak  for 
themselves. 

Acute  bedsore  as  a  complication  of  vaginal  hysterectomy, — 
Paul  Segond   discusses  the  occurrence    of    bedsore  as  a 
complication  of  hysterectomy.     Leprevost,  of  Havre,  drew 
attention  in  1892  to  those  gangrenous  sores  which  are  con- 
secutive to  sacro-coccygeal  resections,  characterised  by  their 
large  size,  sudden  appearance,  and  rapid  evolution,  present- 
ing all  the  characteristic  traits  of  trophic  trouble  of  spinal 
origin.     In  a  total  of  542  vaginal  hysterectomies  for  pelvic 
suppurations,  fibromas,  cancers  or  adnexial  tumours,  Paul 
Segond  has  observed  this  complication  6  times,  so  that  it 
must  be  regarded  21s  a  very  rare  one.    Of  these  6,  the  ages 
of  the  patients  were  respectively,  29,  36,  32,  19,  33,  and  24 
years.    All  were  operated  on  by  hysterectomy  for  peri-uterine 
inflammatory  lesions,  suppurative  in  4,   and  non-suppura- 
tive  in    2-     In    i  instance  the  suppuration  had   a  recent 
puerperal  origin,  the  other  5  were  chronic   cases  and  had 
been  invalids  for  a  considerable  time.    Only  in  i   of  the 
6  was  there  any  considerable  delay  in  operation,  the  latter 
lasting  one  hour,  but  in  the  rest  the  duration  did  not  exceed 
from  twenty  to  forty  minutes.    Clinically,  the  occurrence 
of  the  sore  took  place  in  the  same  manner  in  all  of  the 
cases.    Five  days  after  operation  in  4  cases,  and  three  in  2 
others,  without  any  ascertainable  cause,  there  was  the  sudden 
appearance  of  a  large  erythematous  patch,  limited  by  a  more 
or  less   regular  contour,  painful  to  pressure,  and  accom- 
panied by  swelling  of  the  derma  and  subjacent  parts.    This 
was  attended  with  elevation  of  temperature,  and  a  general 
febrile  condition.    After  some  hours  reddish   bulla  made 
their  appearance,   and  two  or  three  days  subsequently  a 
distinct  eschar  formed,  at  least  as  large  as  the  palm  of  the 
hand,  and  including  the  entire  thickness  of  the  soft  parts  as 
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far  as  the  bone.  Further  than  the  completion  of  the  eschar 
and  its  extension  to  the  sacrum,  there  was  no  other  compli- 
cation. Reparation  always  occurred,  and  complete  cicatri- 
sation. Segond  regards  such  eschars  as  altogether  apart 
from  those  due  to  compression  and  prolonged  dorsal 
decubitus.  He  looks  upon  them  as  akin  to  those  sloughs 
which  are  the  result  of  traumatic  lesions  of  the  spinal  cord, 
and  the  consequent  trophic  trouble.  There  is  the  same 
early  appearance,  rapidity  of  development,  and  the  same 
physical  and  clinical  characteristics.  There  is,  however,  this 
difference,  that  the  situation  of  the  eschars  is  unilateral  after 
hysterectomy,  while  the  bedsore  of  spinal  origm  is  usually 
in  the  middle  line.  At  the  same  time  Charcot's  observation 
has  to  be  remembered,  that  if  the  lesion  of  the  medulla  is 
unilateral,  the  trophic  trouble  is  developed  on  the  opposite 
side. 

The  one  point  of  which  Segond  is  convinced  is,  that 
the  acute  bedsore  of  hysterectomies  is  a  trophic  trouble 
provoked  by  the  propagation  of  irritative  nervous  lesions 
resulting  from  focci-pressure  or  the  mangling  of  the  peri- 
uterine tissues.  Such  peripheral  nerve  lesions  are  pecu- 
liarly liable  to  result  from  prolonged  manipulations  in  the 
removal  of  large  fibrous  tumours.  But  it  does  not  appear, 
according  to  Segond,  that  the  duration  or  severity  of  the 
operation  is  in  any  direct  ratio  to  the  occurrence  of  this 
complication,  nor,  on  the  other  hand,  does  it  appear  to 
have  its  cause  in  any  infectious  element  in  the  pelvic  lesions. 
The  complication  has  its  direct  cause  in  the  operation. 
Analogous  eschars  described  by  Leprevost,  which  have 
followed  in  the  wake  of  sacro-coccygeal  resections,  have 
been  regarded  by  Morestin  as  special  accidents  occurring 
in  certain  predisposed  individuals.  Segond  assigns  a  cor- 
relation between  this  so-called  predisposition  and  severe 
suppurative  lesions  which  have  lasted  a  considerable  time, 
or  peri-uterine  phlegmasias  of  considerable  duration.  An 
irritative  susceptibility  of  the  pelvic  nerves  is  developed  in 
these  cases,  and  is  accentuated  by  the  traumatisms  of  the 
operation. 
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In  the  same  journal  there  is  an   important  article  on 
gastro-enterostomy,  with  observations  based  on  fifty  cases 
operated  upon  between   June,  1888,  and   September,  1896. 
The  mortality  of  the  fifty  cases  was  30  per  cent.    The 
remainder  of  the  journal  is  devoted  to  a  full  analysis,  with 
reviews  of  contemporaneous  literature,  of  which  the  follow- 
ing are  some  of  the  most  important : — "  The  Bacteriology  of 
the  Genital  Canal  in  the  Female,  and  during  the  Pregnant 
and  Puerperal  State,"  by  C.  Menges  and  B.  Krinig.    "  Vesico 
of  the  Uterus,"  by  Macenrodt  {Berliner.  Klin.  Wochenschrift, 
December  7  and  14,  1896,  No.  49,  p.  1806,  and  No.  50,  p. 
1 1 16).     G-    Durant,  on   "Deciduoma  Malignum,  a  Review 
of    the    History,   Pathology,  and     Clinical   Characteristics 
of  this  Affection"    {Revue  Medicale  de  la  Suisse  Romande, 
November,  1896,   p.   614,  and    December,    1896,   p.   684). 
There  is  an  interesting  summary  by  Goldman,  of  papers  by 
Schamraieff,  on  "The  Massage  Treatment  of  Thure-Brandt  in 
Gynaecology  "  {Journal  russe  d'Obstetrique  et  de  Gyna;cology, 
August  and  September,  1896).    The  conclusions  arrived  at 
are,  briefly,  that  massage  is  a  valuable  treatment  where  there 
are  remains  of  inflammations  of  the  peritoneum  and  the 
cellular  tissue  of  the  pelvic  basin,  in  displacements  of  the 
uterus  or  adnexes  due  to  these,  or  where  they  are  caused  by 
cicatricial  formation.    Massage  is  contra-indicated  in  all  acute 
conditions  which  may  lead  to  suppuration  or  infection  of 
the  genital  organs,  and  equally  so  where  there  is  any  special 
sensibility  to  any  mechanical  irritation.     Massage  does  not 
prevent  other  therapeutic  methods  being  employed. 

There  is  also  a  lengthy  note  on  a  "  Case  of  Extrophy  of 
the  Bladder,  and  a  Modification  of  the  Auto-plastique  Method 
of  treatment "  {Annales  des  Organes  Genito-urinareis,  January, 
1897,  P-  3^)>  '^y  ^-  Pozzi,  illustrated  by  plates  of  the  various 
stages  of  the  operation  performed  for  its  cure.  The  March 
and  April  number  of  the  review  has  just  appeared,  and  will 
be  duly  noticed  in  the  August  number  of  this  Journal. 

H.  M.  J. 
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System  of  GYNiECOLOGY.  Edited  by  Thomas  Clifford 
Allbutt,  M.A.,  M.D.,  LL.D.,  F.R.C.R,  F.R.S.,  F.SJV., 
and  W.  J.  Playfair,  M.D.,  LL.D.,  F.R.C.P.  Pub- 
lished by  Messrs.  Macmilian  &  Co.     Second  notice. 

Dr.  Boxall's  article  on  Diagnosis  in  Gynacology  adds  to 
the  completeness  of  the  System,  and  is  in  every  way  an 
invaluable  contribution.  In  ordinary  manuals  the  subject 
is  necessarily  scamped,  whilst  here  a  very  full  and  well- 
thought-out  risuin^  is  presented  to  the  practitioner.  The 
very  minutiae  of  its  teaching  as  to  the  differentiation  of  so- 
called  minor  ailments  is  its  greatest  value.  To  the  ordinary 
practitioner  an  ovarian  cystoma  offers  less  difficulties  for 
diagnosis  than  a  urethral  caruncle,  and  to  such  the  article 
is  well  worthy  of  close  study.  The  manner  in  which 
menstrual  irregularities,  real  and  fancied,  are  treated  of  is 
highly  commendable. 

Dr.  Armand  Routh's  contribution  on  Gynecological 
Therapeutics  is  indeed  a  multum  in  parvo ;  the  space  it 
occupies  would  have  had  to  be  quadrupled  to  make  it  in 
the  least  degree  of  the  service  it  deserves.  It  carefully, 
though  very  briefly,  goes  over  a  branch  of  the  subject  far 
too  much,  in  the  present  day,  overlooked.  Hygiene,  rest, 
and  drugs  are  too  simple  for  nineteenth-century  treatment. 
Ante-operative  procedures,  both  as  regards  the  patient  and 
the  ligatures,  instruments,  &c.,  are  clearly  and  ably  described. 

The  article  on  Sterility  is  from  the  pen  of  Dr.  Gervis,  and 
is  an  able  and  judicious  exposition  of  his  views  on  this 
important  subject.  Whilst  giving  full  credit  to  his  large 
experience  as  a  gynaecological  teacher,  we  may  regret  that 
he  has  not  thought  it  necessary,  in  such  a  treatise  as  this,  to 
introduce  and  criticise  some  of  the  later  ideas  on  the 
pathology  and  treatment  urged  by  many  of  the  Continental 
and  American  authorities. 

Extra-uterine  Gestation  loses  none  of  its  interest  in  the 
hands  of  its  contributor,  Mr.  Bland  Sutton.  The  subject  is 
fully  yet    tersely    handled,   and   is   very    well    illustrated. 
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Although  the  views  expressed  are  akeady  well  known  from 
earlier  publication,  it  is  probably  the  best  chapter  in  the 
book.  Mr.  Sutton  writes  with  the  confidence  of  actual 
personal  acquaintance  with  his  subject  in  every  minutiae, 
both  in  its  histological  and  surgical  aspects.  He  tenders 
evidence  to  emphasise  the  fact  that  "pelvic  haematoceles 
have  their  source  m  haemorrhages  from  gravid  Fallopian 
tubes,"  a  statement  hardly,  however,  in  unison  with  the  view 
taken  by  Sir  W.  Priestley  in  the  article  next  but  one  following. 
He  denies  altogether  the  necessity  for  any  previous  salpin- 
geal  affection,  affirming  "  that  a  healthy  Fallopian  tube  is 
more  liable  to  become  gravid  than  one  which  has  been 
inflamed."  He  recognises  that  the  condition  is  now  very 
frequently  diagnosed  previous  to  rupture,  and  casting  on 
one  side  the  timid  counsels  that  have  heretofore  urged  fatal 
delay,  expresses  his  conviction  that  "  as  soon  as  it  is  fairly 
evident  that  a  woman  has  a  tubal  pregnancy,  it  should  be 
dealt  with  by  operation  without  delay"  (the  italics  are  his 
own).  He  gives  full  credit  to  Lawson  Tait  for  his  valuable 
pioneering  in  this  malady. 

Perhaps  no  article  will  be  referred  to  so  often,  and  with 
such  avidity,  by  the  practitioner  as  the  last  in  the  series, 
On  Diseases  of  the  Female  Bladder,  by  Mr.  H.  Morris.  The 
subject  has  never  before  been  so  completely  dealt  with, 
indeed  but  for  a  fair  description  in  Skene's  late  edition,  and 
Macnaughton  Jones'  "Diseases  of  Women,"  less  than  a 
couple  of  pages  has  been  the  space  usually  allotted  to  it  in 
other  works  on  women's  diseases,  be  they  treatise  or  manual. 
It  is  difficult  to  understand  why  a  condition  giving  rise, 
perhaps,  to  greater  misery  in  a  larger  body  of  sufferers  of 
the  female  sex  than  any  other  disorder,  should  have  not 
generally  been  deemed  worthy  of  due  recognition.  And 
even  here  we  rise  from  its  perusal  with  a  feeling  that  the 
article  is  more  classical  than  clinically  useful,  and  that 
a  really  valuable  chapter  on  this  subject  remains  yet  to  be 
written.  W.  T. 

[Several   other  chapters  to  which  we  have  not  been 
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able  to  allude  are  well  worthy  of  perusal :  and  we  regret 
that  the  necessary  limits  of  a  review  prevent  our  noticing 
them  in  detail. — Ed.] 

Treatment:  A  Journal  of  Practical  Medicine  and 
Surgery.    Rebman  Publishing  Company. 

Since  our  last  issue  this  fortnightly  journal  has  been 
added  to  the  list  of  now  somewhat  numerous  medical 
publications.  It  has  a  number  of  well-known  names  on 
its  editorial  staff,  and  is  to  be  so  arranged  that  each  and 
all  the  specialities  will  be  duly  considered  once  in  every 
fifth  number. 

We  quite  agree  in  thinking  that  the  subject  of  Treatment 
— both  medical  and  surgical — is  by  no  means  sufficiently 
dealt  with  in  the  ordinary  text-books.  This  desideratum 
applies  more  perhaps  to  medical  treatises  than  to  those  of 
a  surgical  nature,  and  is  no  doubt  to  some  extent  due  to 
the  want  of  experience  of  many  medical  writers  of  those 
numerous  details  of  treatment  such  as  only  a  general  prac- 
titioner has  the  opportunity  of  mastering. 

We  are  not,  however,  by  any  means  certain  that  there 
is  enough  scope  under  the  title  Treatment  (that  is,  if  that 
title  be  strictly  adhered  to)  for  a  separate  and  distinct 
journal,  especially  as  we  already  have  a  Year  Book  of 
Treatment  and  a  Medical  Annual,  and  we  shall  watch  the 
career  of  our  contemporary  with  interest. 
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Experimental  Study  of  the  Pathological  Anatomy  and 
Bacteriology  of  Salpingo-Ovaritis.  By  Emile  Rey- 
MOND,  M.D.,  and  Wm.  S.  Magill,  M.D.  Antuds  of  Surgery ^ 
September  and  October,  1896.  A  Review- Abstract  by 
Arthur  E-  Giles,  M.D.,  B.Sc.Lond.,  F.R.C.S.Ed. 

{Continued  frotn  /.  606,  part  48.) 
THE    MICROSCOPIC    LESIONS    OF    EACH    TISSUE. 

(i)  Mucous  Tunic  and  Contents  of  the  Salpinx. — 
(«)  Disposition  of  the  Fringes. — Under  the  influence  of  inflamma- 
tion the  fringes  increase  in  size,  and  their  ramifications  are  more 
numerous ;  the  cellular  infiltration  distends  the  connective  tissue, 
separates  the  epithelial  surfaces,  and  gives  the  fringe  a  globular 
appearance,  so  that  in  some  cases  the  fringes  appear  as  large 
vegetating  masses.  But  usually  this  enlargement  is  interfered 
with,  by  (i.)  mutual  compression  ;  (ii.)  the  strangling  of  the 
mucous  by  the  muscular  tissue ;  (iii.)  the  pressure  of  the  liquid 
which  distends  the  salpinx ;  or  (iv.)  troubles  of  circulation. 
(«)  As  a  result  of  mutual  compression,  the  epithelium  becomes 
modified ;  for  whilst  it  remains  cylindrical  at  the  bottom  of  the 
culs'de-sacy  it  is  flattened  at  the  point  of  compression  of  the 
fringes.  Later  the  epithelium  disappears,  and  the  fringes  may 
unite  across  the  lumen  of  the  tube,  forming  a  number  of  cysts  or 
irregular  passages;  but  the  canal  is  never  quite  obliterated. 
(3)  In  the  process  of  strangling  of  the  mucous  by  the  muscular 
tissue,  the  calibre  of  the  tube  is  diminished.  The  greatest 
pressure  is  exerted  laterally  instead  of  terminally,  and  a  part  of 
the  canal  remains  free  in  the  centre.  (7)  By  distension  of  the 
tube  the  fringes  tend  to  atrophy;  some  remain  long  and  are 
often  pushed  back  against  the  wall,  to  which  they  adhere  by 
their  free  extremities.  («)  Disturbances  of  circulation  also  lead 
to  atrophy,  and  the  mucous  may  be  reduced  to  a  crown  of  flat 
epithelial  cells,  separated  from  the  muscular  coat  by  a  thin  band 
of  intact  connective  tissue. 

(b)  Epithelium. — Desquamation  and  proliferation  go  on  side 
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by  side,  so  that  in  some  places  the  connective  tissue  is  left 
bare,  especially  in  gonorrhceal  endo-salpingitis.  But  in  the 
parenchymatous  salpingitis,  proliferation  is  more  rapid  than 
desquamation,  and  heaps  of  grouped-up  cells  are  formed, 
which,  later,  may  fall  off  in  shreds.  The  normal  cells  are 
usually  replaced  by  cells  of  analogous  form,  but  non-ciliated ; 
and  as  the  process  becomes  chronic,  the  cells  tend  to  become 
flatter,  especially  in  cases  of  hydro-salpinx.  In  other  cases 
the  cells  undergo  a  granular  fatty  degeneration,  or  they  may 
assume  a  lengthened-out  form. 

{c)  The  Connective  Tissue  of  the  Mucous  Tunic. — The  lymphatic 
spaces  dilate  under  the  influence  of  leucocyte  infiltration,  and 
it  the  affection  persists  new  connective  tissue  forms,  at  first 
loose  and  becoming  later  thick  and  dense.  The  vessels  contract 
and  eventually  disappear. 

(d)  Contents  of  the  Salpingitis. — The  small  number  of  leucocytes 
in  the  contents  of  the  salpinx  is  a  striking  feature,  even  in  pyo- 
salpinx;  for  the  most  part  modified  epithelial  cells  are  found, 
at  first  ciliated,  then  of  modified  columnar  type;  later,  the 
deformed  nuclei  colour  badly,  and  about  them  the  protoplasm 
is  grouped  in  irregular  form.  In  these  irregular  cells,  which 
are  usually  in  a  condition  of  granular  fatty  degeneration,  the 
gonococci  are  most  frequently  found,  as  well  as  streptococci. 

(2)  The  Muscular  Tunic. — An  intact  muscular  tunic  is  one 
of  the  characteristics  of  endo-salpingitis,  although,  owing  to 
distension,  it  may  appear  thinned.  In  other  cases,  however, 
there  is  hypertrophy  of  the  muscular  coat,  which  then  encroaches 
on  the  mucous,  probably  by  the  proliferation  of  those  muscle 
fibres  which  are  normally  found  in  it  as  a  kind  of  muscularis 
mucosae.  The  change  is  brought  about  largely  at  the  expense 
of  the  inflammatory  cells  which  follow  the  vessels.  Atrophy  of 
muscle  fibres  is  generally  secondary  to  their  hypertrophy ;  the 
mechanical  influences  and  lack  of  sufficient  vascularisation  may 
be  the  causes;  but  in  some  cases  it  is  no  doubt  due  to  the 
invasion  of  the  connective  tissue  and  its  subsequent  cicatrisation. 
Sometimes,  when  the  muscular  coat  appears  hypertrophied,  the 
microscope  shows  that  the  structure  is  principkUy  fibrous  tissue, 
in  which  remain  only  a  few  muscular  6bres.  The  degeneration 
found  in  the  muscle  cells  is  in  some  cases  vitreous  with  vacuolation, 
in  other  cases  it  is  a  granular  fatty  change. 

(3)  Vessels. — Congestion  is  the  first  stage,  especially  in  the 
mucous  coat,  except  in  salpingitis  consecutive  to  a  puerperal 
condition,  in  which  the  peritoneum  is  chiefly  involved.  Between 
these  two  extremes  lie  the  larger  number  of  cases,  where  the 
congestion  is  produced  throughout  the  thickness  of  the  salpinx. 
Distension  of  the  smaller  vessels  and  capillaries  leads  to  their 
rupture ;  but  there  is  a  rarer  form  of  interstitial  haemorrhage  due 
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to  torsion  of  the  pedicle.  To  form  an  idea  of  the  aspect  of  a 
section  slightly  magnified,  it  must  be  supposed  that  each  of  the 
elements  had  been  disassociated,  and  drawn  away  from  its 
neighbours  to  such  a  degree  as  to  multiply  five  or  six  times  the 
original  square  surface  before  the  haemorrhage.  Now  suppose 
all  the  spaces  separating  the  disassociated  elements  to  be  filled 
with  blood,  the  vessels  all  distended  to  considerable  dimensions, 
and  a  very  correct  impression  of  the  preparation  may  be  had. 
Clotting  takes  place  in  the  arteries,  and  interstitial  haemorrhage 
occurs  in  their  coats  from  rupture  of  the  vasa  vasorum;  the 
veins  are  so  dilated  that  great  difficulty  is  found  in  defining 
their  walls. 

The  process  in  the  arteries  is  a  form  of  endarteritis  obliterans, 
and  it  is  certain  that  it  can  be  produced  in  the  salpinx  under  the 
direct  influence  of  micro-organisms,  especially  the  streptococcus 
pyc^enes.  The  authors  found  this  organism  mingled  with  the 
inflammatory  cells  which  surround  the  artery  Hke  a  sleeve,  but 
it  is  best  seen  in  cases  in  which  an  embolism  exists,  and  is 
found  both  in  the  substance  of  the  clot  and  also  covering  the 
waU. 

The  lesions  in  the  veins  seem  to  be  of  a  still  more  infectious 
nature  than  that  in  the  arteries;  a  swelling  and  profusion  of 
endothelial  cells  is  frequently  found,  and  underneath  the 
internal  tunic  is  either  regularly  thickened  or  irregularly  bud- 
ding. Capillaries  of  new  formation  penetrate  the  internal 
tunic.  The  lesions  of  the  capillaries  resemble  those  of  the 
other  vessels;  some  were  found  whose  calibre  was  filled  with 
streptococci. 

The  lesions  of  the  lymphatics  take  place  contemporaneously 
with  those  of  the  blood  vessels.  When  the  mucous  is  infected, 
the  lymphatics  in  the  fringes  first  enlarge  and  then  become  filled 
with  inflammatory  cells  with  which  may  be  found  mingled  the 
streptococci. 

THE  OVARY. 

The  ovary  may  be  attacked  from  the  periphery  or  firom  the 
hilus.  In  the  first  case  there  has  been  an  outflow  of  pus  from 
the  salpinx  into  the  peritoneum,  leading  to  localised  peritonitis 
and  the  formation  of  the  inflammatory  tissue  round  the  ovary. 
This  sheU  about  the  ovary  does  not  prevent  its  infection  from 
the  pedicle,  but  it  might  be  that  the  inflammation  was  only  peri- 
pheric, as  is  usually  the  case  during  gonorrhceal  salpingitis.  The 
lesions  are  then  not  deep,  an  ovarian  collection  of  pus  is  not 
formed,  and  the  only  influence  of  the  inflammatory  envelope 
seems  to  be  the  compression  it  may  exercise,  thus  hindering 
the  circulation  and  producing  in  time  the  lesions  of  a  sclero- 
cystic  ovaritis. 
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Some  authors  admit  only  this  method  of  origin  for  ovaritis  ; 
but  having  found  the  streptococcus,  not  only  in  the  purulent 
cysts  but  also  in  the  thickness  of  the  ovarian  tissues,  the  authors 
think  that  deep  infection  of  the  ovary  can  no  longer  be  doubted. 
They  recognise  two  stages  of  deep  infection  :  (i)  congestion  and 
hypertrophy  ;  (2)  atrophy  and  sclerosis. 

(i)  Vessels  enlarge,  lines  of  inflammatory  cells  infiltrate 
the  cellular  tissue,  but  penetrate  only  in  small  quantity  into 
the  ovarian  stroma,  where  they  are  found  along  the  vessels. 
Streptococci  are  visible  in  great  numbers,  especially  in  the 
cellular  tissue  of  the  aileron  and  about  the  vessels.  Then 
hypertrophy  occurs  ;  the  ovisacs  increase  in  number  and 
volume,  and  the  ovigeneous  layer  may  be  punctured  with 
enlarged  folliculi  in  close  contact,  some  of  which  atrophy, 
whilst  others  may  suppurate.  At  first  the  purulent  cyst  is 
analogous  in  structure  to  the  follicular,  the  ovarian  tissue 
surrounding  it  more  abundantly  supplied  with  capillaries  and 
inflammatory  cells  ;  the  epithelium  is  still  preserved  in  patches, 
and  its  liquid  is  troubled,  containing  leucocytes  and  epithelial 
cells  in  equal  number.  Later,  the  follicular  envelope  is  lost, 
and  the  walls  show  from  within  outwards — (a)  a  layer  of 
embryonic  tissue;  (b)  a  zone  in  which  this  is  organised  into 
fibrous  tissue  ;  {c)  a  zone  of  ovarian  parenchyma,  richly  vascular. 
The  purulent  cysts  tend  to  communicate  with  each  other  by 
rounded  or  irregular  orifices.  If  the  disease  has  been  more 
acute,  the  lining  is  not  smooth  but  torn  and  irregular,  and 
detached  necrotic  portions  may  be  found  floating  in  the  pus 
and  infiltrated  with  micro-organisms.  The  walls  no  longer 
present  the  characters  described  above  ;  no  fibrous  envelope 
exists,  but  only  a  coat  of  embryonic  tissue  applied  directly  over 
a  very  vascular  region,  sometimes  even  carpeting  the  wall  of 
the  purulent  pocket.  It  is  then  difficult  to  determine  whether 
a  purulent  cyst  has  destroyed  its  walls,  or  whether  it  be  a  real 
abscess  with  no  cystic  antecedent. 

(2J  Stage  of  atrophy  and  sclerosis.  The  vessels  become 
modified  as  in  the  salpinx,  and  diminish  the  blood  supply.  The 
connective  organises  into  fibrous  tissue,  compressing  the  vessels, 
the  muscular  fibres,  and  the  nerve  filaments.  The  first  effect 
of  the  development  of  connective  tissue  is  increase  in  volume 
—chronic  hypertrophic  ovaritis — but  later  this  tissue  becomes 
compact,  eliminating  by  progressive  strangulation  the  elements 
of  the  gland — chronic  atrophic  ovaritis — or,  as  the  authors 
designate  it,  atrophic  cirrhosis  of  the  ovary.  The  normal  follicles 
tend  to  disappear,  as  also  the  small  follicular  cysts,  while  the 
large  ones  persist,  forming  the  ordinary  sclero-cystic  ovaritis. 
The  ovarian  tissue  may  be  attacked  by  fatty  degeneration,  which 
takes  place  in  the  muscular  tissue  and  the  walls  of  the  follicular 
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cysts,  especially  the  purulent  ones ;  and  in  their  contents  may  be 
found  fat  globules  floating  in  the  pus. 

SALPINGITIS  AND  GONOCOCCI. 

(i)  Macroscopic  Characters. — The  opportunity  to  study 
gODOCocci  salpingites  in  the  acute  stage  is  rare.  The  authors 
describe  a  case.  The  symptoms  of  salpingitis  had  come  on  a 
month  before.  The  annexes  were  bound  down  by  feeble 
adhesions ;  the  salpinx  was  of  increased  length  with  numerous 
adhesions  beneath  its  peritoneal  covering.  It  bends  much  more 
perceptibly  at  this  stage  than  later  on,  when  the  thickened  peri- 
toneum  would  hide  the  reflexions,  *  over  which  it  passed  in  a 
strsught  line.  The  salpinx  was  of  increased  thickness,  due  to 
the  congestion,  which  gave  a  bright  red  colour  to  the  entire  organ. 
This  colouration  was  specially  marked  for  the  thickened  but  still 
independent  fringes.  Pressure  upon  the  extremity  of  the  salpinx 
caused  the  exit  of  a  drop  of  thick  yellow  pus,  exactly  similar  to 
that  coming  from  the  meatus  in  a  case  of  gonorrhoeal  urethritis. 
The  ovary  showed  peripheric  sclerosis,  the  cysts  contained  in  it 
were  all  serous. 

The  authors  discuss  the  question  whether  such  a  salpingitis 
is  curable.  Some  authors  say  not.  Noble  says  "  an  obliterated 
salpinx  can  never  become  permeable;  the  gonorrhcea  always 
determines  the  occlusion  of  the  pavilion  with  the  exception  of 
the  case  in  which  the  propagation  has  been  so  rapid  as  to  cause 
a  £atal  peritonitis."  In  reality  the  gonorrhoea  of  the  salpinx 
may  leave  the  pavilion  open,  and  the  infection  passing  from  the 
acute  period  to  the  chronic  would  result  in  a  catarrhal  salpingitis 
which  should  be  interpreted  in  the  way  adopted  by  Thibault, 
who  distinguishes  two  types  of  gonococci  salpingitis — the  catar- 
rhal, containing  only  gonococci,  and  the  purulent  salpingitis 
which  results  from  a  mixed  infection.  Gonorrhoeal  salpingitis 
in  its  catarrhal  state  is  secondary  to  the  purulent  form  of  the 
same  infection,  and  a  step  towards  recovery.  When,  on  the 
other  hand,  the  pavilion  closes  the  pus  collects,  and  the  tension 
of  the  liquid  aids  in  hinderin^^  the  flow  of  the  pus  from  the 
ostium  uteri,  the  pyo-salpinx  still  containing  gonococci.  Event- 
ually it  becomes  a  hydro-salpinx. 

Gonorrhoeal  salpingitis  is  rarely  febrile ;  this  serves  to  diagnose 
it  from  the  salpingitis  of  the  streptococcus,  pneumococcus  and 
bacterium  coli.  An  elevated  temperature  ought  to  excite  a  strong 
suspicion  of  secondary  infection. 

(2)  Distribution  of  Gonococci  in  the  Tissues. — (a)  In 
iki  Pus. — ^The  authors,  with  numerous  others,  have  found  the 
goDOCOcci  here. 

(b)  In  the  Mucous  Membrane. — By  colouration  with  methylene 
blue  and  pure  tannin,  gonococci  may  be  demonstrated  in  the 
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purulent  layer  covering  the  epithelium ;  in  this  layer  they  are 
found  in  the  epithelial  cells,  in  the  leucoc3rtes,  and  sometimes 
between  the  cells.  Deeper  than  this  the  authors  have  never 
discovered  the  organism. 

{c)  In  the  Muscular  Coat, — Wertheim  reported  that  he  had 
found  gonococci  here ;  but  his  observations  have  not  been  con- 
firmed by  any  other  observers,  nor  did  the  authors  succeed  in 
finding  them. 

(d)  In  the  Peritoneum. — When  pus  passes  out  from  the  open 
end  of  the  tube,  a  localised  peritonitis  is  set  up  in  which  gono- 
cocci may  be  found.  Wertheim  believes  that  the  peritoneum 
may  be  attacked  from  its  deep  surface,  consecutive  to  the  infil- 
tration of  the  gonococci  through  the  tissues  of  the  salpinx.  The 
authors  do  not  hold  this  view. 

(c)  In  the  Ovary. — Gonococci  have  never  been  found  in  an 
abscess  of  the  ovary,  nor  in  any  histological  section  of  that  organ  ; 
nor  have  the  authors  ever  seen  a  cyst  of  the  ovary  become 
purulent  when  the  salpingitis  was  of  pure  gonococcic  origin. 

(3)  Pathogeny. — Luther  admits  three  explanations  of  the 
presence  of  the  gonococcus  in  a  salpinx : — (a)  By  continuity  of 
the  mucus ;  {h)  by  contiguity  and  passage  through  the  tissues ; 
{c)  by  the  circulatory  system,  generally  by  the  lymphatics,  but 
sometimes  through  the  blood-vessels. 

The  authors  admit  only  the  first  explanation  ;  they  limit  the 
direct  responsibility  of  the  gonococcus  in  the  production  of 
puerperal  fever  and  secondary  infection;  but  believe  that  it 
exercises  an  influence,  as  yet  little  known,  which  disposes  the 
tissues  to  be  easily  attacked  by  a  mixed  infection,  either  by 
increasing  the  virulence  of  the  other  micro-organisms,  or  by 
diminishing  the  resistance  of  the  mucous  surfaces. 

STREPTOCOCCIC  SALPINGO-OVARITES. 

(i)  General  Characteristics  of  the  Salpingo-Ovaritis 
OF  Streptococci. — The  authors  found  the  organism  in  a  num- 
ber of  cases  which  would  have  been  considered  as  salpingo- 
ovarites  absolutely  sterile,  if  examined  by  the  usual  classic 
methods:  for  the  streptococci  were  so  attenuated  as  not  to 
develop  in  the  ordinary  mediums  of  culture.  In  contradistinc- 
tion to  gonorrhoeal  cases  the  salpinx  is  less  affected  than  the 
neighbouring  regions.  The  ovary  is  large  and  distended,  the 
ailerons  surpass  m  thickness  the  salpinges  even.  The  localisa- 
tion at  the  ovary  becomes  more  and  more  accentuated.  No 
longer  are  the  lesions  confined  to  the  periphery,  but  ovarian 
abscesses  or  pus-cysts  are  found.  These  pockets  sometimes 
remain  independent  of  the  salpinx,  but  more  frequently  com- 
municate with  it  near  the  pavilion.  This  salpingo-ovarian 
collection  is  the  most  common  form  offered  by  the  streptococcic 
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salpingo-ovaritis.  The  peritoneal  adhesions  do  not  appear  to  be 
localised  about  the  pavilion ;  the  entire  thickness  of  the  tissues 
is  interested,  and  the  peritoneum  is  contaminated  by  its  posterior 
surface. 

The  commencement  of  the  affection  can  almost  always  he 
traced  to  puerperal  accidents,  and  the  symptoms  resemble  those 
of  an  abscess  of  the  broad  ligament  rather  than  those  of  the 
classical  salpingitis ;  the  physical  signs  are  due  to  the  lesions  of 
the  ovary  rather  than  to  those  of  the  salpinx.  After  operation, 
if  the  drainage  is  removed  after  forty-eight  hours,  the  tempera- 
ture is  frequently  seen  to  ascend,  probably  consecutive  to  a 
slight  push  of  infection  at  the  level  of  the  pedicle.  For  the  first 
two  or  three  days  the  liquid  drawn  off  by  the  pipette,  if 
examined,  shows  the  presence  of  streptococci.  Hence  in  strep- 
tococcic salpingitis  the  drainage  should  be  maintained  for  several 
days,  whereas  in  gonorrhoeal  salpingitis  twenty-four  to  forty- 
eight  hours  of  drainage  are  sufficient. 

(2)  Distribution  of  the  Streptococci  in  the  Tissues. — 
{a}— In  the  pus, — The  liquid  furnishes  leucocytes  and  eliminated 
deformed  epithelial  cells.  The  streptococci  are  rare  in  the 
leucocytes,  more  often  in  the  epithelial  cells,  but  most  frequently 
to  be  found  between  the  cells. 

{b)  In  the  Mucous  Membrane.  -—In  advanced  cases  the  lymphatic 
in  the  centre  of  each  fringe  is  greatly  dilated,  containing  leuco- 
cytes and  streptococci.  The  epithelium  is  in  places  intact,  but 
non-ciliated.  At  certain  points  a  super-position  of  several  layers 
of  epithelium  is  seen,  and  beneath  this  mass  may  be  found  a 
group  of  streptococci.  Sometimes  this  mass  is  detached  en  bloc, 
leaving  the  fringes  bare ;  the  tissues  underlying  it  are  then  found 
more  or  less  infiltrated  with  streptococci.  The  superficial  cell 
is  not  attacked  by  its  free  surface,  as  in  the  case  of  gonorrhceal 
salpingitis,  but  by  its  deep  surface,  and  therefore  the  cells  do 
not  fall  separately,  as  in  the  other  form,  but  in  masses. 

{c)  Muscular  and  Connective  Tissue  Vessels, — In  the  thrombi  of 
small  vessels  streptococci  are  found  ;  at  other  times  the  endothe- 
lium is  seen  to  send  out  promontories  into  the  vessel's  calibre, 
and  here  the  streptococci  are  found  both  within  and  without  the 
free  passage  of  the  vessel.  Labadie-Lagrave  says  that  '^  upon 
the  blood  is  imposed  the  duty  of  destrojring  and  attenuating  the 
streptococcus." 

(d)  In  the  Tissue  of  the  Ovary, — The  streptococci  first  follow 
the  lymphatics  and  blood  vessels,  and  later  are  found  in  the 
ovarian  structure  itself,  as  well  as  in  the  purulent  cysts  and 
cavities,  and  in  the  connective  tissue. 

(3)  Pathogeny. — In  case  of  Gonorrhcea  the  progressive  steps  of 
the  invasion  are:  vulvitis,  urethritis,  sometimes  vaginitis,  cer- 
vical metritis,  with  its  ascending  infection  attacking  the  mucus 
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of  'the  uterus,  to  reach  that  of  the  salpinx,  thus  constituting 
gonorrhoea!  salpingitis.  If  the  salpinx  is  unobliterated  near  the 
pavilion  the  pus  flows  into  the  peritoneum,  causing  pelvic 
peritonitis.  In  acute  cases  extension  to  the  entire  pelvic  basin 
is  possible,  causing  great  adhesions,  enclosing  in  their  mass 
collections  of  sero-purulent  matter. 

In  Streptococcic  Infection  as  the  result  of  some  puerperal  acci- 
dent, streptococci,  having  penetrated  the  uterus,  traverse  its 
walls  and  infect  the  peri-uterine  tissues,  causing,  according  to 
its  location,  a  lymphangitis,  phlebitis,  cellulitis,  a  phlegmon  of 
the  broad  ligament — a  series  of  affections  which  may  be  com- 
bined. This  constitutes  the  first  stage,  after  which  the  affection 
confines  itself  to  the  walls  of  the  ovary  or  salpinx,  thus  forming 
the  second  stage,  that  of  salpingo -ovaritis. 

Such  is  the  course  in  one  type.  In  a  second,  the  salpingo- 
ovaritis  may  be  of  secondary  importance,  compared  with  the 
phlegmon  of  the  broad  ligament.  In  a  third  type,  the  first 
stage  of  the  infection  predominates  so  far  that  the  salpingo- 
ovaritis  may  not  have  time  to  develop. 

To  resume,  genital  gonorrhoea  in  the  female  is  an  affection 
extending  on  the  surface,  along  the  mucous  and  on  the  peritoneum. 

Genital  infection  of  the  female  by  streptococci  constitutes  an 
affection  which  from  the  beginning  attacks  the  tissues  in  mass; 
the  mucous  and  serous  may  be  affected,  but  secondarily. 

These  two  affections  differ  in  their  course,  progress,  symp- 
toms, topography  and  prognosis.  Both  agents  of  infection 
attack  the  ovary  and  salpinx j  their  only  common  point ;  and  here 
the  lesions  which  each  determine  are  entirely  different. 

PNEUMOCOCCI.  STAPHYLOCOCCI,  BACTERIUM  COLI  COMMUNIS, 
UNUSUAL  MICROBES,  AND  SAPROPHYTIC  MICROBES. 

Salpingites  due  to  these  organisms  are  all  very  rare ;  the 
bacterium  coli  is  found  only  in  cases  of  salpingitis  with  adhe- 
sions to  the  intestine,  and  beyond  this  fact  the  salpingitis  offers 
no  special  characteristics.  For  details  of  these  rare  varieties 
we  refer  the  reader  to  the  original  important  and  interesting 
papers. 

The  Pathology  and  Treatment  of  Retroflexion.  By  B.  S. 
ScHULTZE.  Monatsschr.  /.  Geh.  u.  Gyn.^  iii.  p.  i,  and 
p.  lOI. 

In  an  article  in  the  previous  volume  of  the  same  journal, 
Theilhaber,  of  Munich,  insisted  that  retroflexion  had  nothing  to 
do  with  the  troubles  generally  attributed  to  it,  but  that  these 
troubles  were  due  to  atony  of  the  intestines,  neurasthenia, 
metritis,  endometritis,  or  other  causes  independent  of  the  dis- 
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placement.  In  his  hands  orthopaedic  treatment  had  been 
useless,  symptomatic  had  given  relief  without  any  correction 
of  the  position  of  the  uterus.  He  had  treated  ninety-five  cases 
of  constipation  without  reposition,  atony  of  the  intestine  was 
generally  present,  but  only  two  cases  proved  intractable. 
Women  do  not  complain  of  retroflexion  alone;  haemorrhage, 
or  discharges  or  nervous  troubles,  may  drive  them  to  seek 
medical  advice,  but  are  not  consequences  of  the  displacement. 
There  is,  as  a  rule,  no  necessity  for  medical  cure,  and  vagino- 
fixation should  not  be  performed  except  in  cases  with  prolapse. 

In  reply  to  the  above,  Schultze  points  out  that  even  tem- 
porary reposition  sometimes  has  such  a  good  effect  upon  the 
involution  of  an  enlarged  uterus  that  all  trouble  disappears  for 
a  time.  Nervous  disorders,  to  which  patients  with  retroflexion 
are  very  liable,  will,  of  course,  if  they  are  independent  of  the 
displacement  y  persist,  and  the  discharge  of  co-existing  endo- 
metritis will  not  cease  if  the  inflammation  has  extended  to  or 
beyond  the  uterine  substance,  or  caused  any  permanent  change 
of  tissue;  and  if  the  endometritis  be  independent  of  the  dis- 
placement it  will  be  unaffected  by  its  correction. 

Upon  haemorrhage  the  effect  of  reposition  is  generally  im- 
mediate, and  often  surprising ;  a  noteworthy  indication  to 
practitioners  is,  that  in  a  nursing  woman  the  return  of  the 
menstrual  discharge  should  suggest  retroflexion,  and  if  the 
retroflected  uterus  be  at  once  replaced  there  is  often  no  recur- 
rence of  haemorrhage  till  after  the  child  is  weaned. 

The  decrease  in  size  of  an  enlarged  and  retroflected  uterus 
upon  the  correction  of  the  displacement,  depends  on  the  relief 
of  such  congestion  as  would  itself  be  an  indication  for  reposition. 

The  pathological  significance  of  an  uncorrected  displacement 
is  not  altered  by^the  fact  that  the  condition  of  the  patient  is 
greatly  improved  by  the  relief  of  her  constipation,  and  it  is  a  fact 
assured  by  experience  that  certain  morbid  nervous  symptoms  do 
depend  on  retroflexion,  while  the  assertion  that  the  disappearance 
of  these  symptoms  on  reposition  is  entirely  due  to  suggestion,  is 
not  reliably  supported. 

As  regards  the  mechanical  treatment  of  retro-deviations  of 
the  uterus,  Schultze  reiterates  the  principles  formulated  by  him 
twenty-four  years  ago,  and  generally  accepted  up  to  the  present 
(lay.  Pessary  treatment  is  always  the  first  to  be  considered,  and 
very  often  a  well-applied  pessary  will,  after  reposition,  not  only 
maintain  the  normal  position,  but  also  restore  the  normal  mobility 
of  a  previously  retroflected  uterus,  an  effect  more  perfect  than 
can  be  secured  by  any  method  of  operative  treatment. 

If,  in  spite  of  a  properly  applied  pessary,  and  though  properly 
replaced,  the  uterus  persistently  relapses  into  its  faulty  position, 
it  is  of  supreme  importance  to  determine  the  true  cause  of  this 
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evil  behaviour.  Parametritic  cicatrices  and  peritoneal  indura- 
tions should  be  treated  by  Thure  Brandt's  method  of  massage. 
When  an  operation  is  necessary  for  the  separation  of  an  adherent 
uterus  and  afterwards  recurring  its  restored  position  Schultze 
thinks  it  is  generally  best  to  attack  it  directly  through  Douglas' 
pouch,  but  laparotomy  is  necessary  when  the  adhesions  are 
such  that  their  separation  out  of  sight  is  too  dangerous  to  be 
attempted,  and  at  the  same  time  the  degree  of  suffering  makes 
reposition  imperative  when  laparotomy  has  to  be  performed  and 
the  case  is  unsuitable  for  pessary  treatment.  Ventro-fixation  is, 
according  to  Schultze,  without  doubt  the  safest  procedure: 
Mackenrodt's  vagino-fixation,  which  he  has  tried  in  thirty-one 
cases,  he  considers  discredited  by  the  large  number  of  relapses 
and  interference  with  labour,  wlule  the  more  recent  method  of 
vesico-iixation  is  promising  he  reserves  his  opinion  for  further 
experience  of  its  results.  Schultze  has  never  on  any  occasion 
had  to  perform  laparotomy  in  a  case  where  the  uterus  was  freely 
responsible. 

On  the  ground  of  further  experience  Theilhaber  returns  to 
the  charge  (Ihid,,  p.  m)  and  says  that  even  orthopaedic  treatment 
is  imnecessary,  that  it  took  a  quarter  of  a  century  to  abolish  the 
orthopaedic  treatment  of  ante-flexion,  and  it  may  be  that  before 
another  five-and-twenty  years  elapse  all  will  be  convinced  that 
the  uterus,  which,  environed  as  it  is  by  organs  with  varying 
contents,  must  change  its  form  and  position  every  hour,  may 
undergo  other  variations  of  form  and  position  without  thereby 
inducing  any  serious  disturbance  of  the  health  of  the  body. 

J.  J.  M. 

A  New  Method  of  Operative  Treatment  of  Prolapse  of 
THE  Uterus  and  Vagina.  Dr.  Abrajanoff  in  the  September 
number  of  the  Russian  Journal  of  Obstetrics  and  Diseases  oj 
Women, 

The  chief  idea  of  this  method  is  that  of  forming  four  bars  for 
the  support  of  the  uterus,  these  bars  being  in  front,  behind, 
and  at  the  sides,  and  leaving  a  central  narrow  aperture  through 
which  the  secretions  of  the  uterus  may  escape.  The  bars  are 
formed  by  suturing  together  the  mucous  and  muscular  coats 
of  the  vagina  in  the  following  manner:  At  the  level  of  the 
vaginal  portion  of  the  cervix,  a  flap  is  marked  out  on  the 
anterior  vaginal  wall  horizontally,  and  3  cm.  wide;  the  ends  do 
not  reach  the  lateral  wall  by  about  i  cm.,  and  are  somewhat 
higher  than  the  centre.  The  surface  marked  out  is  now 
vivified.  The  posterior  surface  is  similarly  marked  out  and 
dissected  off.  Then  one  finger's  breadth  lower  down,  similar 
surfaces  are  marked  out  on  the  lateral  walls,  and  care  is  taken 
that  their  extremities  reach  out  upon  the  anterior  and  posterior 
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vaginal  walls,  and  that  they  are  higher  than  the  centres  of  the 
surfaces.  The  sutures  are  now  inserted  in  the  following  way : 
The  needle  is  passed  with  one  sweep  under  the  whole  length 
of  the  surface,  each  surface  requires  three  such  sutures.  Silk 
is  the  best  material.  The  sutures  of  the  anterior  and  posterior 
surfaces  are  drawn  tight  first,  then  the  sutures  at  the  sides. 
In  this  way  two  incomplete  rings  of  closure  are  obtained  which 
form  about  four  broad  supports  arising  from  the  application  of 
one  segment  of  the  raw  surface  to  the  other.  And  since  the 
ends  are  higher  than  the  centres  of  the  raw  surfaces,  therefore 
the  parts  of  the  support  nearest  the  axis  of  the  vagina  are  higher 
than  the  parts  which  immediately  adjoin  the  vaginal  wall. 

In  addition,  the  vaginal  wall  is  diminished  by  this  operation 
from  above  down,  ».f .,  in  length.  The  sutures  are  tied  and  the 
operation  is  finished.  The  ends  of  the  sutures  are  brought  out 
through  the  central  narrow  channel  and  are  removed  at  the  end 
of  three  weeks.  In  this  way,  the  tendency  to  prolapse  of  the 
uterus  and  vagina  is  prevented  by  the  erection  of  these  two  pairs 
of  supports,  which  support  the  uterus  and  are  arranged  in  a 
cross  shape. 

Corresponding  to  this  narrow  place  in  the  vagina  the 
passage  is  extremely  small,  and  likewise  above  and  below 
this  the  passage  is  more  or  less  contracted,  and  its  walls 
shortened  in  the  longitudinal  direction.  As  a  consequence  of 
what  has  been  said,  the  uterus  rests  immediately  upon  the  two 
upper  supports,  which  are  higher  at  their  centres  and  which 
take  their  support  from  the  two  lateral  ones  below  them.  Even 
if  the  uterus  were  to  separate  the  upper  supports  in  the 
antero-posterior  direction,  it  would  even  then  fail,  because  the 
lower  channel  is  at  right  angles  to  the  upper  one. 

The  advantage  of  the  author's  method  over  that  of  Neuge- 
bauer  is  that  there  is  no  union  between  the  anterior  and  posterior 
wall,  which  becomes  stretched  by  coughing  and  straining,  &c. 
Likewise,  coitus  which  is  so  injurious  to  Neugebauer's  par- 
titions is  innocuous  to  Abrajanofi's  method.  F.  £. 

Extra-uterine  Pregnancy.     By  Dr.   C.  Studgaard.    l^ofd 
Med.  Ark.j  N.F.,  vi.  4.     No.  17,  1896. 

During  the  last  twenty  years  only  eighteen  cases  of  extra- 
uterine pregnancy  have  occurred  in  the  Copenhagen  Municipal 
Hospital,  but  it  is  very  probable  that  this  condition  had  existed 
in  many  women  treated  for  haematocele,  after  rupture  and 
recovery  with  resorption,  the  true  origin  of  the  haemorrhage 
not  being  recojpised. 

In  most  of  these  eighteen  cases  the  pregnancy  was  tubal 
and  in   an   early  stage,  but  several  cases  were  more  or  less 


148     Summary  of  Gyftcecology,  including  Obstetrics. 


advanced,  tubal,  interstitial  or  tubo-abdominal,  but  none  ovarian. 
One,  which  seemed  to  be  a  case  of  primary  abdominal  pregnancy 
and  was  treated  by  laparotomy  and  extirpation,  was  apparently 
of  less  than  six  weeks*  development ;  no  connection  between  the 
ovisac  and  the  tubes  or  ovaries  could  be  discovered.  (In  ag^ree- 
ment  with  Hennig's  statistics.) 

Only  four  of  the  women  were  between  20  and  30  years  of 
age,  the  other  eighteen  were  between  30  and  40,  and  as 
elsewhere,  the  large  majority  were  multiparae,  childbed  having 
previously  occurred  once  in  eight,  two  or  three  in  three,  four 
times  in  two,  and  seven  times  in  one  case — one  woman,  collapsed 
on  admission,  could  give  no  information. 

In  thirteen  instances  there  was  trickling  haemorrhage,  some- 
times with  shreds  of  decidua ;  and  once  a  complete  decidual  sac 
was  expelled  from  the  womb.  Dysuria  from  pressure  of  the 
uterus  forwards  and  upwards  on  the  bladder,  is  mentioned  in 
eight  cases. 

Dangerous  collapse  from  internal  bleeding  occurred,  in 
several  cases,  from  rupture  of  the  ovisac  during  the  early 
months;  but  the  first  rupture  of  tubal  pregnancy  did  not 
necessarily  terminate  the  pregnancy;  in  one  case  the  woman 
died  in  the  third  month,  and  in  addition  to  the  recent  rupture 
which  had  caused  her  death,  organised  blood  clots  were  found 
filling  a  dilatation  at  the  end  of  the  tube  and  covering  the  floor 
of  the  pelvis.  In  another  case,  there  was  an  old  agglutinated 
rupture  in  the  proximity  of  the  recent  one.  The  vessels  of 
chronic  peritoneal  exudations  surrounding  the  ovum  have  very 
thin  walls,  and  their  rupture,  which  may  be  brought  about  by 
the  slightest  injury  (^.^.,  increased  peristalsis),  is  liable  to  cause 
severe  haemorrhage ;  one  patient  collapsed  after  being  examined, 
after  sitting  up  in  bed. 

The  pregnancy  lasted  very  various  periods,  and  for  more 
than  six  months  in  six  cases,  sometimes  with  a  surviving  foetus, 
sometimes  with  a  dead  one,  or  with  suppuration.  The  other 
twelve  cases  were  in  the  third  or  fourth  months  and  proofs  of 
the  success  of  extirpation,  which  is  the  treatment  uniformly 
adopted  for  some  years  past  in  both  surgical  divisions  of  the 
hospital ;  three  were  fatal  from  internal  haemorrhage  after  rupture 
of  the  ovisac  (1880,  1885  and  1887)  before  operation ;  the  other 
nine  recorded  after  laparotomy  and  extirpation  of  the  ovum, 
indicated  in  four  by  collapse  with  intraperitoneal  haemorrhage 
and  in  the  others  by  the  provisional  diagnosis. 

Whether  laparotomy  is  to  be  preferred  to  the  vaginal 
operation  recently  advocated  is  an  undecided  question.  The 
smaller  the  ovum  is  and  the  deeper  it  lies  in  the  pelvis,  the 
better  the  prospects  of  the  vaginal  method,  but  if  the  ovum  be 
ruptured  or  breaks  during  the  operation  the  difficulties  in  the 


Summary  of  Gynaecology,  including  Obstetrics.      149 


way  of  completing  the  operation  in  vaginal  cceliotomy  are  much 
greater  than  in  laparotomy.  As  in  many  other  cases  preference 
depends  upon  practice  :  the  less  brilliant  operator  will  have  more 
complete  control  of  what  should  be  done,  and  how  to  do  it, 
by  the  suprapubic  incision  than  by  the  vaginal,  and  Leopold 
Mayer*s  statistics  show  that  laparotomy  is  preferred  as  more 
rehable  than  vaginal  operations  by  most  surgeons. 

Puncture  of  the  ovum,  with  or  without  injection,  in  order  to 
kill  the  foetus  and  cause  it  and  the  ovisac  to  shrink  and  be  more 
or  less  completely  absorbed,  has  disappointed  the  expectations 
about  it  and  is  generally  condemned. 

Repeated  Extra-Uterine  Pregnancies.       By  Tvivo  Forss- 
TROM  :  Finska  Idkuresallik  kandlingar.     xxxviii.  9,  p.  739. 

Nineteen  definite  cases  of  similarly  repeated  extra-uterine 
pregnancy  collected  from  various  sources  are  followed  by  a 
case  of  Prof.  Engstrom's  in  which  pregnancy  occurred  first  in 
one  tube,  and  then  in  the  other ;  she  was  a  woman  of  33,  who  at 
21  had  had  a  normal  labour  of  a  normally  developed  child ;  two 
years  ago  she  had  amenorrhcea  for  six  or  seven  weeks,  then 
haemorrhage  for  nearly  four,  accompanied  by  attacks  of  pain  in 
her  lift  iliac  region ;  menstruation  was  then  again  regular  for 
some  months  and  appeared  for  the  last  time  in  April,  1896. 
Haemorrhage  began  on  June  6,  and  continued  till  her  examina- 
tion by  Prof.  Engstrom  on  the  26th ;  it  was  accompanied  by 
intermittent  pain  in  the  right  iliac  region,  but  the  pain  was  not  so 
severe  as  before ;  the  woman  at  first  thought  herself  pregnant 
but  had  no  sickness  ;  uterus  anteflexed,  but  not  much  enlarged  ; 
the  portio,  neither  enlarged  nor  softened,  stood  at  an  obtuse  angle 
with  the  vagina,  and  the  external  os  was  dilated.  To  the  right 
of  the  uterus  a  resistance  extended  far  beyond  the  corpus  uteri, 
and  there  was  a  diffused  resistance  about  the  left  ovary. 

On  June  30  both  tubes  and  the  left  ovary  were  removed ;  to 
the  right  and  behind  the  uterus  there  was  a  blood-clot  in  connec- 
tion with  a  rupture  (3  cm.  J  on  the  posterior  face  of  the  ampullary 
portion  of  the  ovary  ;  the  right  tube  formed  at  this  spot  a  cavity 
3  cm.  in  diameter,  filled  by  a  dark  blood-clot  with  light  stripes, 
in  which  chorionic  villi  were  found  on  microscopial  examination, 
the  left  tube  at  its  ampulla  formed  a  cavity  in  which  there  was 
a  fcetal  skeleton.     Uninterrupted  recovery. 

J.  J.  M. 
On  the  Recognition  (Kentniss)  of  Tubal  Pregnancy.     By 
A.  Martin  (Berlin).     Monatss,  v.  i. 

That  tubal  pregnancy  when  interrupted  in  an  early  stage 
may  undergo  spontaneous  involution  and  the  functional  activity 
of  the  tube  be  preserved,  is  shown  by  the  following  case,  and  is 
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probably  an  occurrence  much  more  common  than  is  generally 
supposed. 

In  a  young  woman  who  had  suffered  from  haemorrhage  for 
some  weeks,  was  found  to  the  right  and  near  her  slightly 
enlarged  uterus  a  soft,  thin-walled  tumour  as  large  as  the  fist. 
As  there  was  a  suspicion  of  extra-uterine  pregnancy  and  the 
haemorrhage  continued,  the  peritoneum  was  opened  through  the 
anterior  fornix,  when  an  old  blood  clot  was  discovered.  The 
tumour  on  the  right  side  proved  to  be  an  ovarian  cystoma; 
in  the  left  tube  there  was  a  small  swelling  which  was  removed 
by  splitting  the  tube  wall,  and  found  to  be  an  ovum  in  process 
of  involution.  As  the  injury  to  the  tube  was  stitched  up,  there 
is  no  reason  to  doubt  its  subsequent  functional  capability. 

Martin  strongly  advocates  anterior  colpotomy  for  the  treat- 
ment of  tubal  pregnancy  in  the  early  stages. 

A     Case    of    the    Clinical    Diagnosis    of  Tubo-Uterink 
Pregnancy.     By  Eierman.    Monats,  v.  i. 

A  woman  in  the  fourth  month  of  pregnancy  had  suffered  from 
haemorrhage  for  some  weeks.  Labour  pains  occurred,  but  after 
some  hours  the  os  was  only  passable  by  one  finger,  and  only  a 
few  fragments  of  the  ovum  had  come  away.  Under  anaesthesia 
a  putrid  foetus  of  about  3  months'  development  was  removed  in 
pieces  with  some  difficulty.  The  dilated  cavity  was  then  empty, 
and  near  the  right  tube  there  was  a  sausage-shaped  thin-walled 
sac  communicating  with  the  uterus  through  a  sharp-edged 
round  opening.  From  this  secondary  cavity  the  placenta  was 
removed  with  some  difficulty,  whereupon  this  cavity  and  its 
communication  with  the  uterus  contracted  and  the  haemorrhage 
ceased. 

The  woman  died  from  sepsis,  and  unfortunately  no  autopsy 
could  be  obtained.  In  an  extended  analysis  Eierman  seeks  to 
prove  that  this  was  a  case  of  interstitial  pregnancy  rather  than 
a  deformity  of  the  uterus. 

Peritoneal  Flooding  from  Rupture  of  Tubal  Pregnancy. 
By  Choyan.      Thhe  de  Parisy  No.  117,  1896-97. 

Choyan  collects  173  cases,  mostly  from  the  last  three  years, 
and  concludes  that  per-uterine  haemorrhage  is  nearly  always  due 
to  extra-uterine  pregnancy,  an  occurrence  much  more  common 
than  is  generally  supposed,^  and  usually  takes  the  form  of  retro- 


'  Schauta  collected  626  between  1876  and  1891,  and  Vasten  saw  in  the 
Oboukhowski  Hospital  77  cases  in  three  years,  18  of  which  were  operated  on 
in  extremis  for  peritoneal  flooding. 
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uterine  haematocele,  but  that  peritoneal  flooding,  the  cataclysmic 
haematocele  of  Robert  Barnes  ("  System,"  vol.  i.,  p.  324),  is  not 
infrequent.  When  rupture  of  a  tubal  pregnancy  is  suggested 
by  symptoms  of  internal  hsBmorrhage,  following  one  or  more 
attacks  of  pain  and  preceded  or  accompanied  by  menstrual 
disturbance,  reflex  symptoms  of  pregnancy,  pelvic  pain,  &c., 
no  time  should  be  lost  on  the  etiquette  of  exact  diagnosis ; 
prompt  intervention  is  indicated,  and  accurate  knowledge  and 
complete  control  of  the  haemorrhage  can  be  secured  only  by 
laparotomy. 

The  cases  quoted  show  that  this  operation  is  relatively  easy 
to  perform  and  was  successful  in  86*4  per  cent.  Hypodermic  or 
intravenous  saline  injections  are  the  best  means  of  treating  the 
anaemia  caused  by  the  haemorrhage. 


Complete  Ovisac  and  Extra-Uterine  Pregnancy;  Removal 
OF  A  Dead  Fcetus  at  Term.  By  Routier.  Sent.  Med., 
p.  83. 

The  author  communicated  to  the  Academy  of  Medicine  in 
Paris  a  case  of  right  tubo-ovarian  sub-peritoneal  pregnancy  at 
term,  in  which  he  detached  the  fcetal  sac  from  its  multiple 
adhesions  and  removed  it  entire  ;  it  contained  a  dead  foetus  and 
weighed  5,275  grammes.  The  iliac  vein  was  lacerated,  the  right 
ureter  divided,  and  the  bladder  opened  during  the  operation, 
which  was  nevertheless  successful.  Considering  the  enormous 
difl&culties  he  experienced  in  liberating  the  ovisac,  Routier  thinks 
it  wiser  when  such  a  pregnancy  has  gone  beyond  six  months,  to 
be  content  with  opening  the  sac,  removing  the  foetus,  and  drain- 
ing the  cavity,  as  Pinard  recommends,  being  most  careful  not  to 
detach  the  placenta  if  the  child  is  still  alive. 

J.  J.  M. 


On    Malformations    of   the    Extra-Uterine    Fcetus.      By 
Joachimsthal.     Berl.  Klin.  Wochns.,  1897,  No.  4,  75. 

Joachimsthal  describes,  with  an  illustration,  a  foetus  of  four  and 
a  half  months  removed  by  laparotomy  after  the  rupture  of  an 
extra-uterine  pregnancy.  The  attitude  and  shape  of  the  head 
are  very  remarkable :  it  exhibits  a  depressed  furiva  torticollis, 
double  clump -foot,  and  displacements  of  the  fingers  and  toes  from 
mechanical  conditions.  The  case  also  proves  that  permanent 
toiticollis  with  marked  inequality  in  the  length  of  the  sterno- 
niastoid  muscles  may  develop  long  before  term. 


152     Summary  of  GytUFco/o^y,  including  Obstetrics. 


Ectopic   Pregnancy.      (Discussion    before    Chicago     Gynaeco- 
logical Society.)     Gynecological  and  Obstetrical  Journal. 

Dr.  Carl  Wagner  narrated  the  history  of  a  case  to  ^which  he 
had  been  summoned  on  that  very  morning.  The  patient,  who 
was  pregnant  four  months,  was  seized  suddenly  with  a  severe 
pain  at  8.30  a.m.,  immediately  after  intercourse.  Dr.  Wa o^ner 
saw  her  at  9  a.m.  ;  diagnosed  rupture  of  extra-uterine  sac ;  had 
a  consultation  with  Dr.  Reynolds  at  10  a.m. ;  decided  to  remove 
her  immediately  to  hospital  close  by ;  performed  operation  at 
once  after  injecting  subcutaneously  one  quart  of  saline  solution, 
but  she  died  before  last  stitch  was  put  in  though  the  operation 
only  took  twenty  minutes. 

Dr.  Reynolds,  who  had  seen  the  case  with  Dr.  Wagner  and 
entirely  approved  his  treatment,  thought  the  question  of  operat- 
ing in  such  exsanguinated  cases  well  worth  discussing. 

Dr.  J.  H.  Etheridge  was  in  the  habit  of  teaching  students  in 
cases  of  "terrific"  haemorrhage  to  apply  pressure  to  the  abdo- 
minal aorta,  and  he  thought  that  if  Dr.  Reynolds  were  to  do  the 
operation  again,  he  would  probably  make  an  immediate  opera- 
tion in  the  house. 

Dr.  J.  T.  Brinkley,  jun.,  questioned  whether  it  was  wise  to 
transfuse  before  the  bleeding  point  had  been  secured,  as  with 
increased  blood  pressure  further  haemorrhage  might  ensue. 

Dr.  E.  C.  Dudley  called  to  mind  two  cases  which  were  so 
collapsed  that  operative  measures  were  out  of  the  question  at 
the  moment,  and  as  the  rallying  was  gradual  the  patients 
recovered  without  operation.  It  was  a  vexed  question  in  surgery 
to  know  when  to  operate  and  when  to  wait.  It  was  clear  that  a 
good  many  cases  did  recover  without  operation. 

Dr.  I.  H.  Etheridge  supposed  that  when  patients  died  from 
haemorrhage,  they  died  because  of  the  anaemia  of  the  cardiac 
centre,  for  the  amount  of  blood  lost  was  not  always  a  very  large 
quantity. 

Dr.  M.  L.  Harris  thought  that  sufficient  stress  was  not  laid 
on  the  amount  of  fluid  injection,  which  should  be  far  in  excess  of 
the  quantity  of  blood  lost.  He  transfused  the  saline  solution  three 
or  four  times.  He  further  considered  that  in  collapsed  cases  the 
blood  in  the  abdominal  cavity  should  not  be  removed,  as  it  would 
l3e  re-utilised  by  the  system,  and  that  no  transfusion  should  take 
place  till  the  bleeding  point  had  been  secured.  He  had  no 
doubt  as  to  the  advisability  of  all  these  cases  being  operated  on. 

Dr.  G.  W.  Reynolds  had  advised  removal  to  hospital  because 
it  was  close  by,  because  everything  was  there  ready  and  aseptic, 
and  because  operating  in  the  house  meant  considerable  delay. 
They  had  left  the  effused  blood  in  the  peritoneal  cavity  so  as  not 
to  lose  time  or  cool  the  intestines. 
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Dr.  Etheridge  was  of  opinion  that  the  legs  should  not  be 
t>a.odaged,  as  by  so  doing  more  blood  was  forced  into  the  trunk. 


Discussion  on  the  Treatment  of  Post-Partum  Retention. 
(Societe  Obst6tricale  et  Gynecologique  de  Paris.)  Journal 
de  Medecine  de  Paris,  February  7,  1897. 

M.  Nitot  observed  that  he  had  long  been  a  determined 
advocate  of  curetting  in  pathological  conditions  of  the  uterus 
after  labour,  and  had  had  frequent  occasions  to  employ  it  in  his 
practice  with  success.  His  experience  led  him  to  devise  curettes 
of  large  sizes  which  enabled  him  to  scrape  rapidly  the  whole 
extent  of  the  enlarged  uterine  cavity  as  found  after  labour, 
thereby  rendering  almost  impossible  any  perforation  of  the 
softened  uterine  walls  in  that  condition. 

These  curettes  were  strongly  constructed  upon  a  long,  straight 
and  solid  handle.  They  were  fenestrated  like  Sim's,  but  not  so 
oval  and  more  rounded  at  their  extremity,  presenting  two  edges, 
one  being  blunt,  the  other  sharp,  either  of  which  could  be  used 
at  discretion.  These  edges  were  perpendicular  so  as  to  act  only 
by  scraping  under  pressure  with  the  curette.  They  were  in 
three  sizes  measuring  at  the  fenestra  2^  cm.  (i  inch),  3^  cm. 
(if  inches)  and  4J  cm.  (i J^  inches)  in  width  respectively. 

M.  Budin  stated  that  he  had  been  curetting  less  and  less 
after  labour  and  abortion.  The  curette  was  a  blind  instrument ; 
the  uterine  tissue  when  diseased  was  very  friable.  Under  chloro- 
form, he  cleansed  the  uterine  cavity  with  his  fingers,  he  removed 
the  icbris,  which  he  could  feel  better  than  with  the  curette, 
without  any  risk  of  perforating  the  uterus.  He  terminated  this 
operation  by  washing  with  an  antiseptic  liquid  and  swabbing  the 
uterine  cavity  in  all  directions.  He,  therefore,  very  seldom  had 
recourse  to  curetting,  nor  did  he  ever  use  the  curetting  forceps. 

M.  Charpentier  differed  entirely  from  M.  Budin  upon  this 
point ;  he  had  nothing  but  praise  to  say  of  curetting,  he  had  never 
had  any  accident.  He  advocated  the  sharp-edged  curette,  the 
only  one  which  enabled  him  to  remove  retained  debris  of  pla- 
centa. He  advised  an  elaborate  scraping  until  the  characteristic 
sound  of  the  curette  upon  the  mucous  surface  of  the  uterine 
cavity  was  observed  everywhere. 

M.  Bonnet  said  curetting  should  be  performed  under  chloro- 
form, with  the  finger  introduced  as  a  guide  to  the  curette. 
When  the  uterus  was  not  infected,  it  could  not  be  perforated 
by  a  sharp-edged  curette,  but  one  had  to  be  extremely  careful 
when  the  uterus  was  diseased. 

Mr.  Loviot  advocated  the  principle  of  cleansing  rather  than 
that  of   curetting.      He   used    the    curette   with   the   greatest 
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prudence,  and,  if  necessary,  he  would  repeat  the  manoeuvre 
the  next  day  if  the  first  sitting  had  not  sufficed. 

M.  Budin  protested  emphatically  against  the  principle  of 
M.  Charpentier  with  regard  to  the  characteristic  sound  elicited 
by  the  curette  upon  the  mucous  surface  of  the  uterine  cavity, 
adding  that,  in  persisting  to  obtain  it,  one  ran  the  risk  of 
purely  and  simply  entering  the  abdomen  with  the  curette.  He 
wished  to  assure  his  colleague  that  it  was  not  only  with  the 
curette  that  the  uterus  could  be  thoroughly  cleansed.  On 
January  ii,  1895,  ^®  ^^^  two  women  at  the  "Maternite" 
seriously  infected,  having  a  temperature  of  40°  C.  (104°  F.).  After 
considering  with  Dr.  Charrin  the  advisability  of  administering 
injections  of  anti-streptococcic  serum,  the  idea  was  abandoned 
owing  to  one  being  very  deeply  infected  and  not  likely  to  recover, 
and  the  other  suffering  from  Bright's  and  heart  diseases.  He 
cleansed  the  uterus  with  the  finger  and  swabbed  it  in  both  cases. 
The  first  case  left  the  hospital  cured.  In  the  second,  the  symp- 
toms of  infection  disappeared,  but  she  died,  in  about  eight  days, 
of  uraemic  poisoning.  M.  Charrin  made  an  autopsy  and  con- 
firmed the  existence  of  lesions  in  the  kidneys  and  the  heart.  The 
uterine  cavity  was  normal,  and  cultures  tried  with  the  liquid 
which  could  be  collected  gave  no  result.  It  was,  therefore, 
possible  to  cleanse  the  uterine  cavity  thoroughly  with  the  fingers 
and  by  swabbing,  and  the  process  being  less  dangerous  than 
the  curetting,  should  be  preferred. 

M.  Charpentier  explained  that  the  difference  of  opinion 
between  M.  Budin  and  himself  consisted  in  their  intervening 
under  two  very  different  conditions.  M.  Budin  had  spoken  of 
uteri  deeply  infected,  whose  tissue  was  considerably  altered 
and  softened.  Curetting  under  those  conditions  was  extremely 
dangerous  and,  moreover,  from  his  own  point  of  view,  perfectly 
useless.  The  patient  was  then  infected  too  deeply,  and  it  was 
absolutely  necessary  to  confine  the  operation  to  an  elaborate 
cleansing  of  the  uterine  cavity  with  swabbing,  which  itself  was 
not  without  danger.  Any  attempt  to  elicit  the  characteristic 
sound  before  mentioned,  under  such  conditions,  would  be  as 
useless  as  it  would  be  impossible.  But  it  was  not  thus  that  he 
understood  curetting.  According  to  him,  it  should  be  performed 
at  the  first  appearance  of  symptoms  of  infection,  as  soon  as 
the  second  intra-uterine  injection  had  proved  unsuccessful,  and 
rather  sooner  than  later.  Under  those  conditions  the  curetting 
would  act  exclusively  upon  the  uterine  mucous  membrane,  which 
alone  was  affected ;  the  micro-organisms  not  having  had  time 
to  extend  their  action  to  the  muscular  tissue  of  the  uterus, 
the  latter  would  offer  conditions  of  resistance  and  tonicity  which 
would  allow  a  vigorous  curetting  to  be  performed,  in  which  case 
the  characteristic  sound  before  mentioned  could  alway  be  elicited. 
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He  affirmed  this  from  the  fact  that  he  had  always  observed  it. 
The  mucous  membrane  would  thus  be  effectively  removed  and 
the  swabbing  performed  with  a  hard  swab  soaked  in  a  mixture 
of  glycerine  and  creosote  3  to  i,  which  would  complete  the 
operation  by  removing  the  last  shreds  of  mucous  membrane 
detached  by  the  sharp-edged  curette. 

It  was  because  curetting  was  performed  too  late,  when  the 
uterus  had  been  invaded  in  the  entire  thickness  of  its  walls,  and 
the  infection  had  become  generalised,  that  the  operation  was 
unsuccessful. 

By  intervening  during  the  first  twenty-four  hours  of  the  infec- 
tion, and  curetting  freely  and  boldly,  the  uterus  still  nearly  intact, 
all  those  patients  could  be  saved.  Perforation  in  those  cases 
was  not  to  be  feared,  cauterisation  prevented  haemorrhage,  and 
the  characteristic  sound  which  could  always  be  elicited  under 
those  conditions  gave  the  certainty  that  the  curetting  was 
complete. 

Performed  under  such  conditions,  curetting  was  infinitely 
superior  to  the  classical  cleansing  of  the  uterine  cavity.  Prac- 
tised by  an  experienced  hand,  it  was  without  danger,  and  it  was 
precisely  because  of  its  being  devoid  of  danger  that  it  had  better 
be  employed  sooner  than  later,  bearing  in  mind  that  puerperal 
infection  diffused  itself  very  rapidly,  in  which  case  any  delay  was 
a  loss  of  time  which  lessened  the  chances  of  curing  the  patient. 

M.  Pichevin  deprecated  the  use  of  cutting  curettes  after 
labour,  owing  to  the  increased  friability  of  the  uterus  at  that 
time;  but  admitted  the  necessity  of  curetting  after  abortion, 
\yhen  it  was  difficult  to  perform  an  effective  operation  with  the 
fingers, 

M.  Bonnet  said  that  the  curette  was  more  rapid  than  the 
fingers  when  the  uterus  was  not  yet  infected;  but  when  it 
became  necessary  to  remove  the  debris  formed  in  septic  endo- 
metritis, swabbing  was  the  proper  means  to  effect  such  purpose. 

M.  Budin  had  only  used  the  curette  once  in  several  years, 
and  imder  the  guidance  of  the  fingers.  Nevertheless,  when  he 
commenced  the  operation  of  cleansing  the  uterus,  he  always  had 
prepared  curettes  at  hand.  P.  Z.  H. 
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Thursday,  May  13,  1897. 

Prof.  A.  W.  MAYO  ROBSON,  F.R.C.S.,  President,  in  the  Chair. 

Present  :  30  Fellows  and  Visitors. 

The  following  gentlemen  were  proposed  for  election  : — 
J.  Astler,  M.B.Ed.,  Adelaide ;  J.  Stevenson,  M.D.Glas., 
Glasgow ;  H.  M.  Macnaughton-Jones,  M.D.,  R.U.I. London. 

Notes  of  Five  Cases  of  Fibro-myoma  of  the  Uterus. 
By  F.  BowREMAN  JESSETT,  F.R.C.S.,  Surgeon  to  the 
Cancer  Hospital,  &c. 

For  the  notes  of  the  first  three  cases  I  am  indebted  to 
my  House  Surgeon,  Mr.  Barton. 

Case.  I. — Case  of  Fibro-Myoma  of  Uterus.  Sub-Peritoneal 
Hysterectomy.  Recovery. — ^A.  W.,  aged  41,  came  under  my 
care  on  February  10,  1897,  complaining  of  abdominal 
swelling,  with  severe  pain  in  back  and  hips. 

Family  History. — One  daughter  died  of  phthisis. 

Patienfs  History. — Always  fairly  healthy.  Pregnancies, 
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four;   children,  three;   miscarriage,  one.     Last  pregnancy 
was  normal,  eleven  years  ago. 

History  of  Present  Condition. — Menstruation  was  regular 
up  to  eighteen  months  ago,  lasting  usually  seven  to  eight 
days.  She  then  lost  blood  for  one  month  without  ceasing. 
During  past  five  months  menstruation  irregular,  not  being 
free  from  bleeding  for  over  a  week  together.  Has  had  reten- 
tion of  urine  about  every  three  weeks.  Noticed  swelling 
of  abdomen  five  months;  increasing  ever  since,  but  much 
more  rapidly  during  last  two  months.  It  commenced,  she 
says,  in  left  side  of  abdomen. 

Present  Condition. — There  is  a  large,  hard,  irregular 
tumour,  rising  above  pubes,  an  inch  higher  than  umbilicus. 
On  left  side  there  is  a  prominent  knob,  about  the  size  of 
a  walnut.  Tumour  can  be  moved  from  side  to  side.  It 
projects  forwards  considerably,  more  to  left  of  umbilicus 
than  to  right.    No  bruit  to  be  heard  over  it. 

Per  Vaginam. — Cervix  is  felt  to  be  high  up.  Os  not 
patulous. 

February  23. — Operation  (sub-peritoneal  hysterectomy 
performed),  with  the  assistance  of  Dr.  Purcell  and  Mr. 
Barton.     Patient  placed  in  Trendelenburg  position. 

March  30. — Discharged.    Well. 

Case  II. — Case  of  Fibro-Myoma  of  Uterus.  {Oophorectomy.) 
Recovery. — J.  T.,  aged  37,  a  widow,  was  sent  to  me  by  Dr. 
Shaw  to  the  Cancer  Hospital  on  February  24,  1897.  Her 
occupation  is  that  of  a  machinist  and  needleworker.  She 
complains  of  continual  uterine  bleeding,  and  pain  in  the 
abdomen,  chiefly  referred  to  the  hypogastric  region. 

Patient's  Family  History.  —  Has  always  been  rather 
delicate.  Menstruation  up  to  onset  of  present  illness 
regular,  but  always  excessive.     Has  never  been  pregnant. 

History  of  Present  Condition. — ^About  six  years  ago 
menstruation  commenced  to  be  excessive,  lasting  longer 
each  time,  so  that  she  had  to  stay  in  bed  a  week  or  more 
at  each  period.  She  also  began  to  have  pain  at  the  lower 
part  of  abdomen,  across  lower  part  of  back  and  thighs. 
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These  symptoms  have  gradually  increased  in  severity,  so 
that  during  last  eight  months  she  has  been  obliged  to  stay 
in  bed  altogether.  Patient  has  been  under  medical  treat- 
ment for  the  past  twenty  months.  The  chief  part  of  the 
time  has  been  spent  in  hospital.  Dr.  Shaw,  who  asked  me 
to  take  her  under  my  care,  as  he  had  been  out  of  health, 
and  obliged  to  leave  town,  suggested  that  it  might  be  a 
fitting  case  to  remove  the  appendages.  In  this  I  agreed 
with  him,  and  the  result  proves  his  judgment  was  sound. 

Present  Condition. — Very  anaemic  and  rather  thin  ;  slight 
bleeding  at  intervals ;  constant  feeling  of  sickness.  A 
smooth  uniform  oval  swelling  occupies  hypogastric  region, 
corresponding  in  size  and  position  to  the  uterus  at  about 
the  third  month  of  pregnancy. 

Per  Vaginam. — Cervix  normal.  Os  not  patulous.  Bi- 
manually,  tumour  is  found  to  be  the  uterus,  and  it  seems 
to  be  more  enlarged  anteriorly  than  posteriorly,  as  it  can 
be  felt  in  anterior  fornix  but  not  in  posterior.  Patient 
expects  her  next  menstrual  period  to  commence  on  March  5. 

March  7. — Slight  follicular  tonsillitis.     No  menstruation. 

March  16. — ^With  the  assistance  of  Mr.  Barton  I  per- 
formed the  operation  of  oophorectomy.  Patient  placed  in 
Trendelenburg  position. 

April  15. — Discharged  well,  having  been  up  daily  for 
a  fortnight. 

Case  III. — Case  of  Fibro-Myoma  of  Uterus.  Double  Pyo- 
salpinx.  Sub-Peritoneal  Hysterectomy.  Recovery. — E.  S., 
aged  39,  married,  was  admitted  March  3,  1897,  complaining 
of  uterine  bleeding. 

Family  History. — One  sister  died  of  phthisis. 

Patients  History. — Slight  miscarriage  eighteen  years  ago, 
shortly  after  marriage.  Was  quite  healthy  up  to  twelve 
years  ago,  when  she  had  "a  tumour  in  abdomen."  It  did 
not  trouble  her  much,  and  she  wore  a  belt,  which  relieved 
her  of  any  slight  discomfort  caused  by  its  pressure.  It 
gradually  increased  in  size  up  to  three  years  ago,  since  when 
there  has  been  no  further  increase.     Menstruation  was  not 


i6o  The  British  Gynecological  Society. 

affected.  Micturition  and  defaecation  were  not  interfered 
with.  Seven  years  ago,  and  again  four  years  ago,  she  was 
treated  for  "  internal  abscesses,"  which  discharged  through 
the  womb  (?  pelvic  cellulitis). 

History  of  Present  Condition. — ^About  one  month  ago  she 
began  to  pass  a  large  quantity  of  blood  and  clots  from 
vagina,  accompanied  by  pain  in  lower  part  of  abdomen  and 
back. 

Present  Condition. — Very  anaemic.  Abdomen  is  occupied 
by  a  large,  firm,  irregular  tumour,  which  extends  quite 
across  the  abdomen  one  inch  above  level  of  umbilicus.  It 
is  higher  on  the  right  side.  It  appears  to  rise  from  pelvis, 
and  is  only  slightly  movable,  and  extends  into  both  iliac 
fossae. 

March  lo. — Has  been  losing  blood  (some  quantity)  last 
few  days,  and  pain  in  abdomen  has  been  troublesome. 
Blood  contained  clots.  There  is  a  soft  blowing  systolic 
murmur  heard  over  base  and  apex  of  heart,  not  conducted 
into  axilla.  Loudness  diminished  when  patient  sits  up 
(?  haemic). 

March  23. — Operation  was  to  have  taken  place  to-day, 
but  as  patient  has  been  losing  blood  freely,  and  is  very 
exhausted,  it  is  postponed. 

March  26. — Bleeding  still  continues.  Ergotine  injected 
deeply  in  buttocks  once  daily.  Patient  is  easier,  but  is  still 
very  anaemic. 

April  4. — Patient's  general  condition  more  favourable. 
Bleeding  has  now  ceased,  but  she  is  in  a  very  critical  condi- 
tion, being  propped  up  in  bed.  Her  pulse  was  so  feeble, 
and  she  was  so  blanched,  that  I  hesitated  about  operating, 
but  feeling  that  another  attack  of  haemorrhage  might  still 
further  reduce  the  strength  of  patient,  with  the  assistance 
of  Dr.  Purcell,  on  April  6  I  operated,  removing  the  whole 
growth.  On  separating  the  tube  on  the  right  side  a  quantity 
of  foul  pus  escaped.  This  was  swabbed  out,  and  found  to 
come  from  the  tube,  which  was  much  dilated.  A  similar 
condition  of  things  was  found  on  the  left  side,  and,  as  you 
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will  see,  both  tubes  have  been  much  dilated.  Notwith- 
standing this,  the  patient  bore  the  operation  well,  and  made 
a  good  recovery.  So  reduced  was  she  before  the  operation 
that  I  had  Mr.  Barton  ready  with  transfusing  apparatus 
in  case  of  her  pulse  failing.  The  patient  was  placed  in 
Trendelenburg  position. 

She  has  been  up  for  two  weeks,  and  only  remains  in  the 
hospital  awaiting  a  letter  to  go  to  a  convalescent  hospital. 

Case  IV.  Large  Fibro-Myomata  of  Uterus,  complicated 
with  Pregnancy.  Pan-Hysterectomy.  Recovery. — Mrs.  P., 
^g^  37-  No  family  history  of  tumour,  &c.  One  child, 
ID  years  of  age.  None  since.  Married  to  present  husband 
about  six  months  ago.     Has  seen  period  once  since. 

Dr.  BelUs,  of  Holland  Park  Avenue,  was  sent  to  see  her 
the  middle  of  March.  She  was  then  suffering  from  distress- 
ing vomiting.  On  examination,  he  found  a  large  tumour 
occupying  the  abdomen,  which  had  increased  very  much 
of  late.  She  believed  herself  to  be  pregnant,  a  fact  which 
Dr.  Bellis  confirmed,  owing  to  the  condition  of  her  nipples, 
&c.,  but  the  size  of  the  tumour  evidently  pointed  to  this 
existing  outside  the  pregnancy.  The  patient  suffered  a  good 
deal  from  irritation  of  the  bladder.  Dr.  Bellis  asked  me  to 
see  the  patient  with  him  on  March  21.  I  found  a  large, 
smooth  tumour,  extending  to  about  two  inches  above  the 
umbilicus,  and  situated  somewhat  to  the  left  of  middle  line. 
Per  vaginam,  another  growth  was  felt,  pushing  down  in  the 
posterior  fornix.  The  os  was  difficult  to  feel  and  was  high 
up  in  the  front  of  last  growth.  The  vagina  was  full  of  a 
dark  gnimous  fluid,  the  colour  of  coffee-grounds,  and 
evidently  blood-stained,  which  was  escaping  from  the  os. 

By  auscultation  over  abdomen  the  foetal  bruit  was 
thought  to  be  heard  at  a  spot  between  the  large  tumour  in 
the  abdomen  and  the  other  tumour  in  the  vagina. 

The  question  of  treatment  was  discussed,  and  in  view 
of  the  difficulty  of  reaching  the  os,  and  the  extremely  high 
rate  of  mortality  attending  any  attempts  at  abortion,  I 
decided  to  negative  this  form  of  treatment.     Next  the  ques- 
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tion  of  leaving  her  alone  and  awaiting  further  development 
was  discussed.  This  also  was  not  thought  desirable,  owing 
to  the  reduced  state  of  the  patient,  the  pressure  of  the 
tumour  on  the  bladder,  the  possibility  of  the  foetus  being 
dead,  and  finally,  owing  to  the  large  growth  which  existed 
in  the  posterior  as  well  as  the  anterior  wall  of  the  uterus, 
the  chances  of  the  pregnancy  extending  to  its  full  term  being 
very  remote,  and  the  great  difficulty  and  danger  to  the 
patient  if  matters  were  left  alone. 

We  then  decided  to  recommend  removal  of  the  whole 
organ,  my  advice  being  strengthened  by  the  good  result 
which  followed  a  similar  operation  in  another  patient,  the 
specimen  of  which  I  showed  to  this  Society  a  year  or  so 
ago. 

The  patient  was  admitted  into  a  home  on  March  22, 
and  oil  the  25th,  with  assistance  of  Dr.  Purcell  and  Mr. 
Barton,  I  removed  the  whole  uterus.  Patient  was  placed  in 
Trendelenburg  position. 

The  patient  had  not  a  single  bad  symptom,  and  returned 
to  her  home  on  April  18,  or  twenty-four  days  after  the 
operation. 

Case  V. — Large  Fibro-Myotna  of  Uterus.  Patt'Hysterectomy. 
Recovery. — Mrs.  S.,  aged  35.  Four  children  ;  youngest  five 
years  old.  First  noticed  a  swelling  a  year  ago.  Su£Fers 
much  from  menorrhagia.  Tumour  latterly  growing  very 
quickly.    Suffers  from  irritation  of  bladder. 

The  tumour  extends  to  about  an  inch  above  the 
umbilicus ;  freely  movable.  The  os  can  be  with  difficulty 
reached,  being  drawn  up  out  of  the  pelvis. 

Pan-hysterectomy  was  performed  by  me,  with  the 
assistance  of  Dr.  Purcell,  on  February  22.  Patient  made 
an  excellent  recovery. 

The  President  observed  that  Mr.  Jessett's  cases  showed 
very  well  the  varieties  of  treatment  applicable  to  cases  of 
myoma.  When  the  tumour  was  small,  oophorectomy  was 
generally  sufficient.  The  association  of  pyosalpinx  with 
myoma  was  not  very  common  ;  it  was  remarkable  how,  in 
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these  cases,  even  if  the  pus-tubes  ruptured  into  the  peritoneal 
cavity  during  the  operation,  no  bad  effects  followed;  he 
believed  that  flushing,  in  such  cases,  increased  rather  than 
diminished  the  risk  of  infection  of  the  general  peritoneal 
cavity.  The  case  of  myoma  with  pregnancy  was  very 
interesting ;  if  the  patient  had  been  allowed  to  go  on  to  full 
term  she  would  probably  have  been  placed  in  great  danger 
from  complications.  He  had  had  one  such  case  at  full 
term  in  which  he  did  a  Porro's  operation,  leaving  a  part  of 
the  tumour  below.  The  result  was  successful,  and  he  had 
lately  seen  the  mother  and  her  child,  both  strong  and  well. 
Dr.  PuRCELL  said  that  these  cases  showed  that  Mr. 
Jessett  did  not  employ  pan-hysterectomy  in  all  cases ;  for 
the  method  here  adopted  was  Schrceder's  retro-peritoneal 
plan.  In  the  third  case,  with  pyosalpinx,  the  patient  had  no 
sign  of  temperature  during  her  stay  in  hospital ;  so  there  was 
nothing  to  forewarn  one  as  to  the  presence  of  pus.  The 
pelvis  was  flushed  and  dry-cleaned ;  but  no  drainage  was 
used.  A  leading  operator,  who,  so  far,  had  mainly  employed 
the  extra-peritoneal  method,  had  said  to  him  the  other  day, 
'*  I  think  we  must  sooner  or  later  come  to  pan-hysterectomy, 
in  the  treatment  of  myoma."  The  convalescence,  which 
was  long  after  the  extra-peritoneal  method,  was  shortened 
after  Schrceder's  operation  ;  and  shortened  still  more  after 
paa-hysterectomy.  Undoubtedly,  myomectomy  will  be  the 
ideal  operation  for  fibroid  tumours,  and  the  next  advance 
in  the  treatment  of  fibroid  tumours  will  be  the  acceptance 
of  early  operation,  with  the  view  of  substituting  myomec- 
tomy for  hysterectomy  in  women  of  child-bearing  age, 
in  cases  having  only  a  small  number  of  fibroid  nodules, 
ensuring  a  low  mortality.  Myomectomy  of  the  vaginal 
route  is  not  practicable  except  for  small  fibroids,  and  even 
when  the  tumours  are  small.  Unless  the  tumour  is  sub- 
mucous or  arising  from  the  uterus  low  down,  the  operation 
is  best  done  through  the  abdomen.  The  advantage  which 
pan-hysterectomy  has  over  supra-vaginal  amputation  is  that 
in  certain  cases  the  cervix  is  diseased,  and  in  such  cases  it 
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is  best  to  remove  it,  for  it  may  be  granted  that  if  the  cervix 
is  not  removed,  at  times  it  becomes  the  seat  of  cancer. 
Dr.  Purcell  has  given  up  using  silk  as  suture  material, 
and  now  uses  catgut,  as  he  found  some  of  his  cases  were 
annoyed  until  the  silk  sutures  were  discharged.  The  four 
main  arteries  should  each  have  a  separate  ligature  of  fine 
silk  placed  upon  it,  in  addition  to  the  mass  ligature  of 
catgut,  closing  the  cervical  stump  with  a  few  catgut  sutures. 
The  peritoneal  wound  is  closed  with  a  continuous  Lembert 
catgut  suture. 

Dr.  C.  H.  F.  ROUTH,  while  congratulating  Mr.  Jessett  on 
his  cases,  took  exception  to  one  of  them — ^that  of  pregnancy. 
He  believed  the  idea  was  current  that  these  cases  ought 
to  be  operated  on  at  once;  his  own  view  was  that  it  was 
usually  better  to  wait.  Thus,  he  had  a  case  of  a  lady  ^^ho 
had  a  very  large  fibroid  in  the  lower  part  of  the  abdomen. 
Dr.  Herman  had  seen  her,  and  diagnosed  myoma  probably 
plus  pregnancy.  In  examining  the  abdomen,  he  could 
find  no  definite  signs  of  pregnancy  ;  but  on  listening  with 
the  vaginoscope,  he  could  hear  the  placental  souffle ; 
and  on  examining  the  breasts,  found  secretion  in  them  ; 
so  the  diagnosis  was  plain.  He  advised  waiting.  She 
went  on  all  right  for  two  months ;  then  one  day,  whether 
the  result  of  extra  activity  on  the  part  of  the  child,  or 
her,  he  could  not  say;  but  he  found  that  the  child  and 
the  tumour  had  changed  places,  the  child  coming  to  lie 
below  the  tumour.  The  confinement  took  place  naturally  ; 
the  tumour  then  got  smaller.  What  happened  in  one  case 
might  be  expected  to  happen  in  another;  and  on  this 
account  he  advised  waiting. 

Dr.  Godson  agreed  with  Dr.  Routh  that  one  should 
hesitate  to  operate  too  soon.  A  year  ago  he  saw  a  case, 
which  seemed  to  be  a  retroversion  of  the  gravid  uterus ;  there 
was  a  firm  round  mass  in  the  pouch  of  Douglas.  He  gave 
her  a  note  to  Dr.  William  Duncan,  of  the  Chelsea  Hospital 
for  Women  ;  he  agreed  with  the  diagnosis,  and  endeavoured 
to  raise  the  mass  behind,  under  an  anaesthetic,  but  without 


Discussion  on  Fibro-Myoma  of  the  Uterus,     165 

success.  He  then  decided  to  induce  abortion,  and  passed 
a  sound ;  but  she  did  not  abort.  He  then  came  to  the 
conclusion  that  she  had  a  fibrous  tumour  behind  the  uterus, 
and  performed  laparotomy,  and  removed  the  ovaries  and 
tubes.  Still  she  did  not  abort,  but  went  on  to  full  term, 
and  was  delivered  naturally  of  a  healthy  child.  This  re- 
markable case  showed  very  well  the  tolerance  of  the  uterus 
to  operative  interference,  and  he  hoped  Dr.  Duncan  would 
put  it  on  record. 

Dr.  Heywood  Smith  asked  Mr.  Jessett  whether  cases  of 
the  sub-peritoneal  operation  differed  in  their  convalescence 
from  cases  of  pan-hysterectomy  ;  and  also  whether  there  was 
any  rise  of  temperature  after  operation  in  the  former.  He 
could  not  agree  with  Dr.  Routh  that  what  happened  in  one 
case  could  happen  in  another  ;  it  would  depend  on  the 
position  of  the  tumour.  His  view  was  that  when  pregnancy 
was  complicated  by  myoma,  the  case  should  be  allowed 
to  go  on,  as  long  as  the  mother's  health  was  not  threatened, 
for  the  sake  of  the  child. 

The  President  remarked  that  some  cases  of  myoma 
went  on  to  term  without  symptoms.  He  had  had  one  case 
in  which  a  patient  with  a  fibroid  had  six  children  ;  the 
tumour  got  smaller  each  time  between  the  pregnancies,  so 
that  she  would  not  consent  to  any  operative  interference. 

Mr.  BowREMAN  Jessett,  in  reply,  said  that  in  his  case. 
Case  No.  IV.,  the  patient  was  worn  out  by  constant  vomit- 
ing; and  besides,  the  anatomical  conditions  of  the  uterus 
and  tumour  would  not  have  allowed  the  case  to  go  on  to 
term.  The  results  of  prodqcing  abortion  in  such  cases 
were  very  bad  ;  about  75  per  cent,  died  of  septicaemia. 
Further,  he  thought  that  in  this  case  he  would  not  have 
succeeded  in  emptying  the  uterus ;  a  part  of  the  placenta 
would  have  been  left  behind.  And  as  the  tumour  was 
growing  rather  fast,  and  her  symptoms  were  bad,  he  felt 
he  could  not  leave  her.  With  a  simple  case  he  would 
let  the  patient  go  on  to  term ;  with  multiple  myomata  he 
felt  there  would  be  risk  in  doing  so.    The  mortality  after 
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removal  of  the  whole  uterus  in  the  early  stages  was  about  lo 
per  cent. — ^about  the  same  as  uncomplicated  hysterectomy. 
The  general  rule  he  adopted  in  such  cases  was  to  consider 
the  mother  primarily,  the  child  being  of  quite  a  secondary 
importance. 

On  the  Value  in  [(a)  Real,  (6)  Supposed]  Abdominal 
Malignant  Disease  of  Exploratory  Laparotomy 
perse.    By  Herbert  Snow,  M.D.Lond.,  &c. 

The  point  which  has  struck  me  in  the  cases  I  have  the 
honour  of  bringing  under  the  notice  of  the  Society,  and  on 
which  I  venture  to  solicit  the  opinion  of  its  members,  is 
the  marked  improvement  which  appears  commonly  to 
follow  a  simple  exploratory  incision  in  cases  of  irreme- 
diable abdominal  cancer. 

Case  /. — Elizabeth  H.,  aged  49,  widow.  Admitted 
October  15,  1890,  with  an  oval  tumour  as  large  as  a  hen's 
egg  halfway  between  the  left  Poupart's  ligament  and  the 
umbilicus ;  hard ;  fixed  deeply,  resonant  on  percussion.  It 
had  been  noticed  three  months,  was  very  tender  on  pressure. 
Most  pain  was  felt  in  the  loin.  There  was  history  of  pain 
after  food,  and  vomiting,  with  progressive  emaciation  for 
eight  months.  No  melaena  or  haematemesis.  The  bowels 
had  always  been  rather  loose.  No  solid  food  had  been 
taken  for  the  previous  three  months.  Nothing  abnormal 
could  be  felt  by  the  vagina  or  rectum. 

The  patient  was  kept  in  hospital  until  January  31,  1891, 
when  she  began  to  get  discontented  that  nothing  was  done 
and  an  exploratory  incision  was  performed  at  her  own 
urgent  request.  She  had  been  steadily  going  downhill,  and 
though  regarding  the  tumour  as  malignant,  we  were  un- 
certain of  its  local  site.  It  proved  to  be  a  very  advanced 
carcinomatous  infiltration  of  the  entire  sigmoid  flexure, 
firmly  fixed.  Nothing,  of  course,  could  be  done,  and  the 
wound  was  closed  in  the  usual  way.  The  immediate 
improvement  was  most  striking.    The  patient  took  solid 
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food  ^with  enjoyment,  began  to  gain  flesh,  on  February  6 
stated  that  she  "felt  very  well,"  and  seemed  altogether 
transformed  from  the  sallow,  haggard-looking  creature  she 
had  previously  been.  This  favourable  change,  however, 
was  sustained  only  until  March  21,  when  she  began  again 
to  vomit,  quickly  fell  off,  and  succumbed  in  the  following 
month. 

Part  of  this  temporary  amelioration  might  reasonably 
have  been  attributed  to  this  mental  satisfaction ;  hardly  so, 
I  think,  with  the  next  case. 

Case  IL — Mrs.  H.,  aged  53,  in  April,  1893,  had  a  large 
scirrhous  growth,  as  big  as  an  orange,  in  the  right  breast, 
with  enlarged  axillary  glands,  sternal  prominence,  and  other 
well-marked  signs  of  marrow-infection,  the  disease  having 
lasted  two  years.  In  February,  1895,  a  small  recurrent 
nodule  was  removed  from  under  the  cicatrix.  In  the 
following  May  she  was  found  to  have  a  large  nodular  mass, 
as  big  as  a  child's  head,  in  the  abdomen.  It  was  very 
mobile,  and  though  without  much  hope  of  benefit,  an 
exploratory  incision  was  made  at  the  patient's  urgent  wish. 
A  soft,  vascular,  evidently  rapidly-growing,  carcinomatous 
deposit  was  found  in  the  omentum,  almost  enveloping  the 
transverse  colon.  It  is  hardly  possible  to  doubt  that  in  the 
ordinary  course  of  events  ascites  would  have  followed  very 
quickly,  and  the  patient  could  not  well  have  lived  beyond 
three  to  six  months.  She  quickly  recovered,  however,  from 
the  laparotomy,  and  then  went  about  almost  as  usual,  at- 
tending as  an  out-patient,  with  occasional  temporary  admis- 
sion into  hospital,  until  the  past  autumn.  She  succumbed 
in  October,  1896,  being  to  the  last  free  from  ascites,  and 
with  the  abdominal  tumour  shrunken,  and  seemingly 
atrophied. 

The  two  cases  following  are  male ;  and  if  an  apology 
were  needed  for  referring  to  them  before  this  Society,  I 
conceive  that  it  would  be  in  the  more  effectual  eflacement 
oi  the  mental  equation ;  with  which  one  has  to  reckon  in 
gauging  the  value  of  almost  any  operation  on  a  woman. 


1 68  The  British  GytuBcological  Society. 

Case  III. — William  F.,  aged  58,  plasterer.     In  November, 

1895,  a  solid  tumour,  2  ins.  in  diameter,  and  about  the  same 
distance  above  the  umbilicus,  to  left  of  the  middle  line, 
descending  on  inspiration,  dull  on  percussion,  tender  on 
pressure,  rounded,  mobile  ;  duration  seven  months ;  emacia- 
tion, and  occasional  vomiting.  On  exploration,  extensive 
deposit  of  carcinoma  along  whole  posterior  surface,  and  most 
of  the  greater  curvature  of  the  stomach.  On  February  3 
the  man  professed  himself  greatly  improved  by  the  opera- 
tion ;  and  so  appeared  in  every  way.  He  went  honae,  at 
his  own  wish,  on  February  24,  and  was  not  seen  again. 

Case  IV. — James  G.,  aged  64,  sawyer.    Admitted  June  9, 

1896,  with  a  large,  very  hard  mass,  size  of  "  cocoanut," 
under  right  rectus,  dating  apparently  from  a  fall  in  the 
previous  summer,  and  so  of  a  year's  duration.  It  was 
slightly  mobile,  extended  from  the  umbilicus  to  i^  in. 
from  the  anterior  superior  iliac  spine,  and  was  3 — ^4  in.  in 
diameter.  An  incision  4  in.  long  was  made  in  the  linea 
semilunaris,  and  after  passing  through  the  parietes,  I  found 
myself  dividing  a  gristly  material,  obviously  malignant,  and 
widely  infiltrating  the  abdominal  muscles.  In  view  of  the 
huge  tumour,  and  the  evident  impossibility  of  radical  ex- 
tirpation, I  did  not  proceed  further.  The  man  went  home, 
at  his  own  request,  on  July  8,  and  has  since  attended 
regularly  as  an  out-patient.  The  growth  has  not  since 
undergone  the  slightest  increase  in  size.  The  man  has  not 
a  single  bad  symptom,  looks  particularly  robust,  and  does 
his  work  as  usual. 

Case  v.,  though  not  involving  laparotomy,  may  be 
casually  referred  to,  as  dealing  with  an  abdominal  organ, 
and  illustrating  the  same  principle.  An  elderly  woman 
had  severe  renal  symptoms,  and  her  urine  was  full  of  pus. 
With  the  assistance  of  my  colleague,  Mr.  Jessett,  I  made 
an  exploratory  incision  in  the  loin,  and  after  dividing  the 
superficial  muscles,  cut  down  into  a  hard,  almost  car- 
tilaginous material,  which  bled  profusely.  We  both  con- 
cluded that  there  was  a  malignant  lesion  of  the  kidney, 
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that  there  was  general  infiltration  of  the  retro-renal  tissues, 
and  that  it  was  useless  to  proceed  further.  The  wound  was 
accordingly  closed,  and  quickly  healed.  The  woman  got 
well  and  left  the  hospital,  with  all  her  trouble  gone,  and  her 
urine  quite  free  from  pus.  The  kidney  itself  had  not  been 
reached. 

Case  F/. — Olive  B.,  a  gipsy,  married,  aged  48.  On 
October  24  last,  exploratory  laparotomy  for  a  large,  hard, 
rounded  tumour  in  right  hjrpochondrium,  of  five  months' 
duration,  thought  to  be  an  enlarged  gall-bladder,  and  then 
found  to  be  a  malignant  growth,  deeply  seated  behind  that 
organ.  Since  then  a  considerable  improvement  in  the 
general  health  and  appearance.  On  November  27  the 
woman  told  me  she  felt  better,  and  "  more  free  from  pain 
than  she  had  been  for  months."  She  speedily  left  hospital, 
and  has  since  succumbed. 

Last  week  at  another  Society  1  had  the  pleasure  of 
hearing  a  very  valuable  paper  by  Dr.  Leonard  Bidwell,  on 
thirty-one  cases  of  exploratory  laparotomy  for  various 
maladies,  mostly  non-cancerous.  Two,  however,  in  which 
there  was  a  malignant  lesion,  bore  so  strongly  upon  my 
present  point  that  I  asked  Mr.  Bidwell  to  come  this  evening 
and  narrate  them.  This  he  was  unable  to  do,  but  he  has 
kindly  favoured  me  with  a  proof,  and  with  permission  to 
quote  it.     He  says  :— 

"Another  group  of  cases  to  which  I  would  draw  attention 
is  that  of  two  cases  of  diffused  peritoneal  cancer,  which  were 
greatly  benefited  by  simple  opening  of  the  abdomen.  In 
the  following  cases  all  the  abdominal  pain  was  lost,  and  the 
patients  expressed  themselves  to  be  much  benefited  by  the 
operation. 

^^Zase  /.  (No.  4  on  list). — D.  B.,  aged  67,  was  ad- 
mitted with  abdominal  distension,  pain  in  the  hypochon- 
driac and  epigastric  regions,  and  vomiting.  The  stomach 
was  dilated  to  below  the  umbilicus.  An  incision  was  made 
above  the  umbilicus  and  a  pint  of  yellowish  clear  fluid 
scaped.      A    large   growth  was    found  at    pylorus,    and 
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secondary  growths  in  the  bowel  and  parotid  peritoneum. 
The  stomach  was  not  greatly  dilated.  The  wound  was 
closed.  There  was  great  improvement  in  the  patient's  con- 
dition, the  sickness  almost  disappeared,  and  he  took  food 
much  better.  He  got  up  fourteen  days  after  the  operation, 
and  was  discharged  fourteen  days  later.  The  later  history 
of  case  is  unknown. 

**Case  II.     (No.  5  on  list). — Mrs.    M.,  aged  53,    was 
admitted  into  the  hospital  on  June  20,  1895,  under  Dr.  Ball. 
She  had  enjoyed  good  health  till  one  year  previously,  ^when 
she  began  to  feel  weak  and  had  wasted  since.     Five  months 
before  admission  she  began  to  notice  pain  in  the  lower  part 
of  the  abdomen,  and  for  three  months  the  pain  had  been 
chiefly  in  the  epigastric  and  right  hjrpochondriac  regions. 
The  pain  was  not  affected  by  food,  and  there  was   only 
occasional  vomiting.    The  bowels  were  regular.    On  exami- 
nation the  abdomen  was  distended,  and  free  fluid  could  be 
detected  in  the  peritoneal  cavity.    A  hard  mass  could    be 
felt  to  the  right  of  the  umbilicus. 

"On  June  24,  the  abdomen  was  opened  in  the  middle  line 
above  the  umbilicus  and  a  quantity  of  clear  serous  fluid 
escaped.  The  gall-bladder  and  pylorus  were  exposed,  both 
of  which  were  found  to  be  healthy,  but  the  liver  was 
enlarged  and  some  secondary  cancerous  growths  were  seen 
on  its  surface.  A  large  mass  of  malignant  disease  was  felt 
in  the  region  of  the  caecum,  and  numerous  secondary 
growths  in  peritoneum  and  omentum.  The  abdomen  was 
closed  without  any  further  operation,  and  the  patient  made 
a  good  recovery,  being  discharged  from  the  hospital  three 
weeks  after  the  operation.  She  lost  all  her  abdominal  pain, 
and  there  was  no  re-collection  of  ascitic  fluid  for  three 
months.  She  also  regained  some  of  her  lost  weight.  She 
attended  as  an  out-patient  for  six  months,  but  was  then  lost 
sight  of.  There  is  no  question  that  the  operation  checked 
the  growth  for  a  time  at  least,  and  gave  complete  relief  to 
her  pain." 

I  have  reason  to   believe  that  other  members  of  the 
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Society  have  met  with  like  experiences,  but  have  not  thought 
it  worth  while  to  publish  them.  I  venture,  therefore,  to 
bring  forward  the  preceding,  in  the  hope  of  eliciting  similar 
cases.  Mine  appear  to  indicate  a  certain  degree  of  analogy 
between  the  behaviour  of  the  peritoneum  in  malignant  con- 
ditions to  what  we  notice  when  it  is  incised  for  tuberculous 
disease.  The  abdomen  is  opened,  ascitic  fluid  withdrawn, 
the  viscera  sponged,  a  very  small  portion  of  the  actual 
deposit  being  thus  removed,  and  the  remainder  left  un- 
touched, yet  the  patient  subsequently  becomes,  and  remains, 
perfectly  well.  So  in  irremovable  and  not  too  far  advanced 
malignant  deposits,  the  manipulations  involved  by  simple 
laparotomy  may,  and,  I  think,  generally  will,  be  followed  by 
a  withdrawal  of  blood  from  the  diseased  to  the  healthy 
tissues,  by  an  improved  vitality  of  the  serous  membrane,  and 
occasionally  even  by  a  material  arrest  of  development  in  the 
tumour  itself,  which  permits  the  treatment  by  opium  and 
cocaine^  whereon  I  place  the  greatest  reliance  in  all  early 
instances  of  malignant  disease,  to  be  brought  to  bear. 

If  the  experience  of  others  supports  my  view,  I  would 
respectfully  hint  that  the  temporary  improvement  following 
the  more  severe  and  protracted  operations  on  the  abdominal 
viscera — such,  for  example,  as  gastro-enterostomy — may  be 
in  part  due  to  the  peritoneal  manipulations  involved,  and  so 
may  be  sometimes  secured  without  the  hazard  of  a  graver 
measure. 

There  is,  of  course,  another  strong  argument  in  favour 
of  an  almost  routine  resort  to  laparotomy  in  instances  of 
abdominal  tumour  formation,  viz.,  the  uncertain  nature  of 
so  many  "  lumps  "  therein,  and  the  fact  that  those  with  the 
widest  experience  occasionally  err  in  their  diagnosis.  There 
is,  in  fact,  always  the  possibility  of  something  turning  up 
widely  different  from  what  one  expects,  and  perhaps  of  a 
remediable  nature.  Two  cases  in  point  occur  to  me.  The 
first,  many  years  since,  when  I  was  a  student,  is  that  of  an 
elderly  man  who  came  into  hospital  with  a  huge  tumour, 
growing  forwards  from  under  the  left  lower  ribs.     It  was 
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put  down  to  an  enlarged  spleen,  and  a  very  well-marked 
notch  in  the  anterior  border  was  pointed  out  to  us  as  proof 
positive  of  the  fact.  When  the  patient  died  we  found  a 
sarcoma  of  the  descending  colon,  the  spleen  being  wholly 
unimplicated. 

The  second  is  that  of  a  woman,  who  a  year  or  two  since 
came  into  hospital  under  my  colleague,  Dr.  Purcell,  with 
a  large  mass,  apparently  hepatic,  descending  below  the 
umbilicus,  and  presenting  that  boggy,  semi-fluctuating, 
mixed  solid  and  fluid  consistence  which  the  older  text-books 
tell  us  is  indicative  of  an  encephaloid  carcinoma.  The 
woman  was  almost  moribund.  I  believe  she  lived  a  fort- 
night, and  we  all  regarded  the  lesion  as  malignant  beyond  a 
doubt.  At  the  autopsy  this  proved  to  be  an  enormously  dis- 
tended gall-bladder,  which  occupied  the  whole  surface  area 
ordinarily  occupied  by  the  liver,  in  such  wise  that  the  latter 
was  entirely  hidden  from  view  when  tlie  abdomen  was 
opened.  It  was  pushed  upwards  and  backwards  towards 
the  pillars  of  the  diaphragm,  was  somewhat  atrophied  by 
the  extreme  pressure,  but  its  tissue  was  healthy. 

The  President  remarked  that  all  operating  surgeons 
must  have  had  the  same  experience  as  Dr.  Snow.  He  had 
himself  operated  on  cases  where,  on  opening  the  abdomen, 
he  believed  he  had  to  do  with  ineradicable  malignant  disease, 
and  had  closed  the  abdomen  without  proceeding  further ; 
yet  the  patients  had  got  quite  well.  In  one  such  case,  the 
operation  was  in  the  region  of  the  gall-bladder  ;  before  she 
left  the  hospital  she  was  already  better;  and  now,  several 
years  after,  she  remained  quite  well.  Only  last  week  he  had 
a  somewhat  similar  case,  but  bearing  the  previous  case  in 
mind  he  proceeded  with  the  operation  ;  he  found  that  the 
tumour  was  an  enormous  gall-bladder,  from  which  he 
removed  eighty  stones.  In  another  case  the  patient  had 
ascites ;  and  on  opening  the  abdomen  he  thought  there  was 
malignant  disease.  The  patient  got  well,  and  he  now  thought 
the  case  had  probably  been  tuberculous.  A  few  months  ago 
he  operated  on  a  man  with  what  seemed  to  be  sarcoma  of 
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the  ilium ;  since  the  operation,  the  tumour  had  diminished 
in  size  by  more  than  one-half,  and  he  now  thought  it  was 
probably  inflammatory.  Increased  experience  would,  he 
thought,  show  that  many  of  these  cases  were  not  malignant. 
Dr.  Clement  Godson  related  the  case  of  a  lady  who 
consulted  the  late  Sir  Spencer  Wells ;  he  told  her  that  she 
had  an  enlarged  spleen,  which  ought  to  be  operated  upon  at 
once.  She  deferred  operation,  and  came  to  see  him ;  he 
found  a  large,  roundish  tumour  on  the  left  side,  which  he 
diagnosed  as  either  kidney  or  spleen.  He  advised  waiting. 
She  then  came  under  the  care  of  Mr.  Meredith,  who  advised 
operation.  This  was  agreed  to,  and  he  assisted  Mr.  Meredith. 
On  opening  the  abdomen,  a  large  firm  mass  was  found ;  it 
was  thought  to  be  malignant,  and  it  was  agreed  to  close  the 
abdomen  without  proceeding  further.  The  patient  was  now 
quite  well. 

Dr.  Macnaughton-Jones  thought  the  main  point  was 
that  most  of  these  cases  were  not  malignant.  Dr.  Snow 
stated  that  the  good  effects  were  specially  seen  in  malignant 
cases.  Now,  if  it  were  held  that  these  cases  were  malignant, 
then  he  demurred;  although  he  admitted  that  a  temporary 
improvement  might  follow,  he  did  not  believe  that  in  true 
malignant  cases  any  permanent  cure  could  be  hoped  for. 
In  one  case  he  saw,  there  was  a  doubt  as  to  the  nature 
of  the  tumour — whether  it  was  ovarian,  or  not ;  she  was 
tapped,  but  the  fluid  returned.  He  advised  that  the  fluid 
should  be  drawn  off,  and  an  exploratory  incision  made.  A 
hard  mass  in  the  neighbourhood  of  the  lobus  Spigelii  of  the 
liver  was  found,  and  the  abdomen  was  closed.  The  patient 
had  since  married,  and  borne  children.  He  agreed  with  the 
President  that  cases  in  which  a  cure  followed  were  probably 
either  inflammatory  or  tuberculous. 

Dr.  PURCELL  had  a  case  in  which  there  was  an  enlarged 
mass  in  the  left  iliac  region,  and  ascites  ;  he  might  observe 
in  passing  that  he  had  never  seen  a  case  of  malignant 
disease  involving  the  peritoneum  in  which  there  was  not 
ascites.  He  opened  the  abdomen  with  the  view  of  doing 
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some  operation.  He  found  a  tumour  of  the  bowel,  not 
occluding  it,  but  too  adherent  to  do  anything.  So  he 
closed  the  abdomen.  The  man  made  a  good  recovery,  and 
remained  well  eighteen  months  after. 

Mr.  BOWREMAN   Jessett  said  that  nothing  was  more 
difficult  than  the  diagnosis  of  these  abdominal  cases.      He 
thought  that  the  title  of  the  paper  was  somewhat  a  mis- 
nomer, because  Dr.  Snow  had  not  the  opportunity  of  con- 
firming in  all  the  cases  whether  the  tumour  was  malignant 
or  not.      In  one  case  he  (Mr.  Jessett)  saw  a  lady  with  a 
large   abdominal  tumour ;   she   had  vomiting  and  watery 
motions.     The  physician  under  whose  care  she  had  been 
diagnosed  cancer  of  the  liver.      He,  in  consultation  with 
Mr.  Jessett  (and  Dr.  Ramskill  also  saw  her),  confirmed  the 
diagnosis.     When  he  (Mr.  Jessett)  saw  her,  he  thought  he 
would  try  a  plan  he  was  in  the  habit  of  adopting  before 
coming  to  a  definite  conclusion  ;  a  copious  sw^eet-oil  enema 
caused  that  tumour  to  come  down  into  the  bed-pan.     He 
had  several  times  been  called  to  see  cases  thought  to  be 
cancer  of  the  bowel,  and  in  one  or  two  of  these  the  same 
treatment  had  led  to  a  similar  result.      In  such  cases,  the 
same  improvement  would  have  possibly  followed  abdominal 
section.     Dr.  Snow  had  suggested  that  gastro-enterostomy 
might   be   supplanted  by  a  simple  coeliotomy,  but  he  did 
not  think  that  equally  good  results  would  follow. 

Dr.  ROUTH  thought  that  there  was  often  no  harm  in 
making  an  exploratory  incision ;  for,  in  tuberculous  cases 
especially,  a  cure  might  follow.  They  did  not  know  how 
this  was  brought  about,  it  might  possibly  be  by  the  action 
of  the  air.  Dr.  Greig  Smith  had  an  experience  in  three 
cases  similar  to  that  recorded  by  Dr.  Snow,  and  so  had  Mr. 
A'Doran. 

Mr.  J.  Walker-Smyth  said  he  had  had  two  cases  similar 
to  those  of  Mr.  Jessett ;  in  one,  an  enema  was  given,  with 
the  same  result ;  the  other  was  the  case  of  a  man  with  a 
lump  over  the  pubes ;  with  the  catheter  a  quantity  of  urine, 
containing  pus,  was  drawn  off;  the  tumour  disappeared, 
and  the  man  got  well. 


Discussion  an  Exploratory  Laparotomy.      175 


Dr.  Herbert  Snow,  in  reply,  said  that  his  paper 
involved  two  points  :  (a)  The  advisability  of  an  exploratory 
incision  under  conditions  of  doubt,  because  often  some- 
thing was  eventually  found  quite  different  from  what  had 
been  expected  ;  (6)  The  improvement  which  had  been  seen 
to  follow  exploration  in  lesions  unquestionably  cancerous. 
The  President's  cases  fell  into  the  first  category.  In  those 
of  the  second  class,  the  question  he  wanted  to  raise  was 
whether  they  might  not  usually  count  upon  a  more  or  less 
material  amelioration  from  simple  peritoneal  incision  and 
sponging.  He  thought  that  Dr.  Godson's  case,  with  many 
others  on  record,  could  hardly  be  explained  on  the  supposi- 
tion of  a  diagnostic  error;  that  there  might  reside  in  the 
peritoneum  some  subtle  physiological  force  hitherto  un- 
suspected. If  Fellows  of  the  Society  would  in  future  scruti- 
nise their  results  in  the  light  of  possible  improvement  to 
follow,  and  not  in  that  of  the  traditional  impotence  towards 
cancer,  inculcated  by  Walshe  and  the  older  writers,  he  was 
convinced  that  valuable  additions  to  our  practical  know- 
ledge would  be  obtained. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 
Thursday,  June  10,  1897. 
Prof.  A.  W.   MAYO   ROBSON,  President,  in  thb   Chair. 

Present  :  39  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society  :  —  J.  Astler,  M.B.Edin.,  Adelaide,  Australia  ;  J. 
Stevenson,  M.D.Glas,  Glasgow;  H.  M.  Macnaughton- 
Jones,  M.B.,  R.U.I.,  London. 

The  Late  Mr.  Greig  Smith,  F.R.C.S. 

The  President  feelingly  referred  to  the  great  loss  the 
medical  profession  had  sustained  by  the  unexpected  death 
of  this  brilliant  surgeon  ;  and  added  that  he,  like  many 
others,  had  at  the  same  time  lost  a  highly  valued  friend. 
Although  Mr.  Greig  Smith  was  not  a  Fellow  of  the  Society, 
the  nature  of  his  work  brought  him  into  close  sympathy 
with  the  Gynaecological  Society. 

It  was  proposed,  seconded,  and  carried  unanimously : 
^'  That  this  Society  records  its  deep  regret  at  the  death  of 
such  an  illustrious  and  esteemed  member  of  the  profession ; 
and  that  the  President  be  requested  to  convey  this  message 
of  condolence  to  Mrs.  Greig  Smith." 

Specimens. 

Dr.  Macnaughton-Jones  showed  a  specimen  of  renal 
tumour ;  nephrectomy  ;   recovery. 

The  kidney  I  showed  was  removed  by  nephrectomy  on 
May  I,  and  the  following  are  brief  notes  of  the  case  : — 

The  lady  was  married,  and  aged  40.     First  pregnancy  at 
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39.     Since  the  labour  the  catamenia  have  been  irregular, 
and   in   the  intervals  there  was  occasionally  some  brown 
discharge,    which    lasted    about    twelve    days.      The    last 
catamenial  period  was  in  March  of  this  year.     She  had  been 
under  treatment  since  her  confinement  for  an  enlarged  and 
mobile  kidney.     She  was  subject  to  occasional  attacks  of 
sickness,  and  there  was  a  gradual  but  steady  decline  in  her 
general  health,  attended  by  loss  of  weight.     In  June,  1896, 
being  then  under  observation,  there  was  noticed  a  constant 
nightly  exacerbation  of  temperature,  the  daily  range  varying 
from  98**  and  a  few  points,  to   100°  and  101°.      As  there 
was  then  a  suspicious  discharge  from  the  uterus  she  was 
curetted,  and  this  step  appears  for  some  time  to  have  had  a 
slight  beneficial  effect  on  the  temperature.     But  all  through 
1896,  and,  indeed,  up  to  the  time  of  the  operation,  this 
nightly  exacerbation  of  from  one  to  two  degrees  continued. 
The  patient   was  under  the    observation   of    her  medical 
attendant  in  the  latter  part  of  1896  and  the  early  months  of 
this  year,  and  his  opinion,  expressed  in  December  last,  was 
that  the  tumour  was  undoubtedly  an  enlarged  and  displaced 
kidney,  probably  disorganised,  not  of  any  use  to  her,  and 
possibly  a  source  of  danger,  though  the  grounds  then  of 
reconmiending  an  operation  were  not  sufficiently  strong. 
There  was  also  the  uncertainty  as  to  whether  her  condition 
of  health  actually  and  solely  depended  upon  the  condition 
of  the  kidney.     In  February  of  this  year,  when  he  again 
saw  her,  he  was  of  the  same  opinion,  though  he  suspected 
that  there  was  fluid  in  the  pelvis  of  the  kidney,  and  from 
the  continued  fever,  possibly  pus.     He  recommended  her 
coming  to  England  for  observation,  and,  probably,  explora- 
tion of  the  kidney  or  its  removal.     She  never  at  any  time 
had  haematuria. 

I  saw  her  on  April  23.  The  urine  roughly  examined 
was  faintly  acid,  specific  gravity  loii,  with  a  very  faint 
trace  of  albumen.  On  examination  I  found  the  uterus  and 
adnexa  healthy.  There  was  a  tumour  protruding  in  the 
right  inguinal,  and  extending  back  to  the  right  lumbar 
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region,  with  an  irregular  and  notched  anterior  edge,  solid 
to  the  feel  and  painless.    The  patient  was  greatly  emaciated^ 
and  subject  to  occasional  attacks  of  sickness,  and  for  the 
last  few  weeks  was  becoming  worse.     I  felt  that  the  opera- 
tion of  nephrectomy  would  give  her  the  only  chance,  and 
immediately  recommended    operation,   but  before  a    final 
decision    I   had  a  consultation   with    Dr.   Freyer  and    Mr. 
Bland  Sutton,  who  were  emphatic  as  to  the  advisability  of 
this  step.     For  myself,  I  feared  that  the  growth  was  sarco- 
matous, and  I  think  that  the  opinions  of  the  others  tended 
in  the  same  direction.       On    May   i,   Mr.   Bland   Sutton 
affording  me  his  valuable  assistance,  I  removed  the  tumour 
by  Langenbuch's  operation.    The  left  kidney  was  examined 
and  found  normal  in  size ;   the  peritoneum  was  divided  for 
the  second  time  along  the  posterior  border  of  the  kidney, 
which  was  carefully  freed  from  its  capsule,  and  the  adhe- 
sions which   bound   it  posteriorly  were   separated  by  the 
finger  and  curved  scissors,  the  vein  was  ligatured  separately, 
the  ureter  and  arteries  were  tied  en  masse,  the  peritoneal 
edges  of  the  sac  were  brought  together  by  fine  silk  inter- 
rupted suture,  a  drainage  tube  was  passed  from  it  through 
the  loin,  and  the  abdominal  incision  was  closed  by  three 
layers  of  sutures.      Ten  ounces  of  urine  were  passed  on 
the  day  of  operation,  eleven  the  following  day,  fourteen  on 
the  third  day,  and  twenty  on  the  fourth  day.    The  tempera- 
ture during  the  first  week  only  once  reached  99°,  and  the 
recovery  was  uninterrupted.     She  is  greatly  improved   in 
every  respect,  having  gained  flesh  and  appetite,  and  never 
had  a  single  untoward  symptom   or  complication.     The 
report  of  the  urine,  taken   on   the  fourth  day  after  opera- 
tion, and  the  pathological  report,  macroscopical  and  micro- 
scopical, of  the  tumour,  made  for  me  by  Mr.  Targett,  are 
as  follows  : — 

Analysis  of  Urine. — Reaction  :  Hyper  acid,  sp.  gr.,  1025 ; 
albumen,  a  trace ;  blood,  absent ;  sugar,  absent ;  urea,  2*85 
per  cent.  (=  12*47  grs.  per  oz.) ;  uric  acid,  0*092  per  cent. 
(==  0.40  grs.  per  oz,) ;  ratio,  i :  31.     Microscopical  Exam- 
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ination  of  Deposit :  Chlorine,  0*238  per  cent.  =  sodium 
chloride,  0*392  per  cent.  (1*71  grs.  per  oz.)  The  centri- 
fugalised  deposit  (after  removal  of  urates  by  warming) 
contained  abundant  crystals  of  free  uric  acid  and  a  few 
granular  tube  casts.  Leucocytes  were  present  in  more  than 
normal  numbers,  but  there  was  no  actual  pus.  Blood  cells 
were  absent.  The  epithelium  present  was  of  the  ordinary 
squamous  form,  and  no  fragments  of  growth  could  be 
found. 

Report  on  the  Specimen  Exhibited.  —  The  specimen 
consists  of  an  enlarged  right  kidney,  weighing  26^  ozs.,  and 
measuring  7  inches  in  length,  and  11  inches  in  its  greatest 
circumference.  The  enlargement  is  due  to  the  presence  of 
a  new  growth,  which  involves  the  lower  two-thirds  of  the 
organ.  This  growth  has  a  nodular  surface,  and  is  closely 
adherent  to  the  fibrous  capsule  of  the  kidney,  though  it  has 
not  perforated  the  capsule.  The  hilum  shows  that  the 
renal  veins  and  pelvis  are  plugged  with  new  growth.  The 
cut  surface  shows  that  the  renal  substance  is  entirely 
replaced  by  growth  at  the  lower  end  of  the  kidney.  Micro- 
scopically, the  growth  is  a  very  soft  and  degenerated 
carcinoma. 

Microscopical  Report. — The  section  includes  the  edge  of 
the  growth  and  the  adjacent  renal  tissue.  The  latter  shows 
much  interstitial  nephritis,  with  atrophy  of  the  glandular 
tubules  and  of  the  glomeruli.  There  are  also  groups  of 
round  cells  scattered  through  the  cortex. 

The  growth  itself  is  a  carcinoma  of  the  "convoluted 
tube  "  type,  that  is  to  say,  it  reproduces  the  epithelium  and 
general  arrangement  of  the  convoluted  tubules  more  or  less 
distinctly.  Some  of  the  alveoli  have  a  lumen,  and  are  even 
diluted  into  minute  cysts,  which  present  simple  villous 
ingrowths  or  papillomata.  The  majority  of  the  alveoli  are, 
however,  solid,  and  are  separated  by  thin  strands  of  fibrous 
tissue  traversed  by  capillary  vessels.  A  noteworthy  feature 
of  the  growth  is  the  marked  fatty  degeneration  of  the  cells ; 
this  is  shown  by  their  empty,  unstained  condition,  due  to 
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the  removal  of  the  fat  in  the  course  of  preparation  of  the 
sections.  For  the  same  reason  the  mounted  specinaen  in 
spirit  becomes  "  milky,"  in  spite  of  repeated  changing. 

Mr.  Bland  Sutton  said  that  both  clinically  and  patho- 
logically the  case  was  one  of  great  interest  to  him.      He  felt 
he  must  congratulate  Dr.  Macnaughton-Jones,  both  on  the 
successful  issue  of  the  operation,  and  also  on  the  enterprise 
he  had  shown  in  having  the  specimen  properly  examined 
and  reported  upon.      He  had  long  been  interested  in  condi- 
tions of  this  kind.      When  he  wrote  his  book  on  tumours,, 
some  years  ago,  he  wondered  at  the  chaotic  state  of  know- 
ledge on  the  subject  of  kidney  tumours ;  they  were  mostly 
put  down  as  "  malignant,"  without  any  attempt  to  differen- 
tiate them.      In  reality  there  were  three  distinct  kinds  of 
malignant  tumour  of  the  kidney:  {a)  Carcinoma,  such  as 
the  present  specimen  ;  (6)  Sarcoma,  arising  in  the  connec- 
tive tissue  of  the  sinus  of  the  kidney — this  was  the  source 
of  the  majority  of  sarcomata  of  the  kidney  in  infant  life,, 
where  the  growth  was  generally  bilateral,  and  also  of  many 
cases  in   adult  life,   where  it  was   more   often  unilateral; 
(c)  Sarcoma  associated  with  accessory  adrenals  lying   be- 
neath the  capsule  of  the  kidney ;  this  was  probably  the 
least  malignant  form.      It  was  long  before  he  came  across 
a  true  carcinoma  of  the  kidney.    Now  it  was  characteristic 
of  carcinoma  that  it  mimicked  the  structure  of  the  gland 
in  which  it  was  found  ;    this  held  true  of  the   liver,  the 
ovaries,  the  breast,  and  the  uterus ;  and  he  argued  that  it 
ought  to  hold  true  of  the  kidney ;  but  this  was  such  a  highly 
specialised  gland  that  he  doubted  if  the  argument  would 
prove  valid.      However,  it  turned  out  to  be  the  case,  and  he 
now  knew  of  three  specimens,  namely,  the  one  before  them, 
one  that  he  had  in  his  own  possession,  and  one  recorded  and 
figured  in  a  French  book.      Hence  the  great  interest  of  this 
case  to  him.   He  thought  they  ought  to  ask  Dr.  Macnaughton- 
Jones  to  keep  a  careful  watch  on  this  case,  with  special  refer- 
ence to  the  after-history.      For  most  of  these  cases  proved 
rapidly  fatal  from  recurrence,  and  the  point  they  wanted  to 
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gall-bladder  or  kidney,  and  so  he  tried  Ziemssen's  test  of 
distending  the  transverse  colon.  As  the  tumour  rose  in  the 
abdomen  he  concluded  it  must  be  gall-bladder  but  on 
opening  the  abdomen  he  found  he  had  to  remove  a  sarcoma 
of  the  upper  part  of  the  kidney.  They  could  not  have  too 
many  reports  of  these  cases,  and  he  thought  that  every 
Fellow  should  take  the  opportunity  of  examining  the  micro- 
scopic specimen  on  the  table ;  for  though  sarcoma  of  ih^ 
kidney  was  not  very  uncommon,  carcinoma  was  exceedingly 
rare. 

Dr.  PuRCELL,  referring  to  the  method  of  operation, 
said  he  thought  that  in  such  a  case  it  would  have  been  a 
matter  of  considerable  difficulty  to  remove  the  tumour 
through  a  lumbar  incision.  The  abdominal  operation 
presented  the  further  great  advantage  that  it  enabled  the 
operator  to  examine  the  other  kidney,  and  thus  avoid  the 
serious  mistake  of  removing  the  only  kidney  a  patient 
may  be  possessed  of. 

Dr.  M ACNAUGHTON-JONES,  in  reply,  said  that  two  important 
clinical  points  had  not  been  referred  to  by  previous  speakers ; 
the  first  was  the  long-continued  temperature,  which  caused 
the  case  to  puzzle  her  medical  attendant,  a  man  of  large 
experience.  It  was  strongly  suggestive  of  pus  or  of  tuber- 
culosis, but  neither  was  found,  and  he  thought  it  must  be 
attributed  to  the  chronic  inflammation  affecting  the  capsule. 
The  second  point  was  that  the  tumour  had  arisen  in  a 
previously  mobile  kidney,  illustrating  the  special  tendency 
shown  by  such  kidneys  to  degenerative  changes.  As  to  the 
method  of  operation,  he  thought  it  would  have  been  very 
difficult  to  remove  the  tumour  through  a  lumbar  incision, 
whilst  Langenbuch's  operation  presented  the  advantage  of 
affording  a  complete  command  of  the  pedicle,  besides  the 
advantage  referred  to  by  Dr.  Purcell,  that  the  left  kidney 
could  be  explored.  Mr.  Bland  Sutton  had  referred  to  the 
mortality  of  carcinoma,  and  had  stated  that  one-third  died 
and  two-thirds  recovered ;  his  view  was  that  these  proportions 
should  be  reversed,  and  that  the  mortality  was  at  least  60-70 
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per  cent.  A  pure  carcinoma  of  the  kidney  was  commoner 
in  children  and  in  advanced  age  than  during  middle  life, 
when  it  was  exceedingly  rare. 


Fibroma  of  the  Right  Broad  Ligament. 

Dr.  R.  H.  Hodgson  showed  this  specimen. 

Patient,  Mrs.  V ^  aged  45,  had  had  nine  children,  the 

last  ten  years  ago,  and  one  miscarriage  two  years  ago, 
since  which  time  she  had  been  in  constant  ill-health,  losing 
flesh  and  strength,  although  she  had  been  under  the  daily 
care  of  two  medical  men  during  the  last  twelve  months. 

When  I  saw  her  first  in  the  middle  of  January  she  com- 
plained of  pain  in  the  right  iliac  region  running  down  her 
thigh  and  through  to  her  back,  inability  to  stand  without  feel- 
ing sick,  and  experiencing  pressure  at  the  top  of  her  head 
and  giddiness.  She  had  an  occasional  discharge  of  dirty 
fluid  from  her  vagina,  and  she  suffered  from  leucorrhoea. 

During  the  last  few  months  her  pains  had  greatly 
increased,  and  her  menstruation,  which  had  greatly 
decreased  in  quantity,  had  become  painful,  and  most  of 
her  symptoms  were  worse  with  the  approach  of  each 
monthly  period.  Upon  examination,  I  found  that  she  had 
mitral  regurgitation,  with  a  pulse  of  80,  feeble  and 
small,  but  fairly  regular.  There  was  tenderness  in  the 
right  iliac  region,  but  no  tumour  could  be  felt  externally. 
On  bimanual  examination  I  detected  a  swelling  occupying 
the  position  of  the  right  ovary,  soft,  smooth,  movable  and 
painful.  The  swelling  appeared  to  vary  in  size  at  subse- 
quent examinations.  The  cervix  was  studded  with  ovula 
Nabothi,  and  the  uterus  was  displaced  to  the  left.  The 
temperature  ranged  between  99°  and  102°,  and  the  patient 
passed  but  thirty  ounces  of  urine  per  day.  I  diagnosed 
ovarian  cystic  growth,  relieving  its  tension  by  occasional 
discharges  through  the  Fallopian  tube.  The  question 
which    naturally  arose    in   my   mind  was  how    many   of 
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the  symptoms  were  due  to  heart  disease  and  how  many 
to  retained  pus.      However,  in  my  opinion  she  was  then 
far  too  ill  to  undergo   any  serious  operation,   and  there- 
fore  I   decided   to    try    to    improve   her   general    healthy 
assisted  by  the  relief  she  said  she  obtained  by  the  occasional 
discharge.     On  March  24,  she  having  improved  in  health, 
was  put  first  under  A.C.E.  and  afterwards  under  ether.      I 
then  opened  the  abdomen  in  the  middle  line  and  found 
the  tumour  now  produced  in  the  folds  of  the  right  broad 
ligament,  with  the  atrophied  ovary  resting  on  that  portion  of 
the  tumour  which  had  undergone  suppuration.    The  gro^wth 
being  so  intimately  connected  with  the  uterus   I  decided 
that  the  safer  operation  would  be  the  removal  of  the  whole 
uterus,  together  with  both  ovaries  and  the  entire  broad  liga- 
on  the  right  side.    This  I  did  by  first  securing  the  ovarian 
arteries  and  then  the  left  uterine  artery  and  dividing  the 
left  broad  ligament  close  to  the  uterus.     I  then  made  the 
anterior  and  posterior  flaps  from  left  to  right,  after  which 
came  the  most  troublesome  part  of  the  operation,  namely, 
that   of  tying  and  dividing   the  right  broad  ligament   in 
sections  from  above  downwards.     After  complete  removal 
of  this  ligament  I  was,  by  a  little  traction,  able  to  draw  into 
the  vagina  all  the  ligatures  excepting  three  encircling  three 
small  points  on   the  pelvic  wall   on  the  right  side.    The 
patient  had  quite  recovered  from  the  operation  in  three 
weeks,  and  is  now  regaining  flesh  and  strength. 

I  think  this  case  is  another  illustration  of  the  advantages 
of  complete  removal  of  the  broad  ligament,  where  that 
structure  is  involved,  rather  than  shelling  out  the  tumour 
and  trusting  to  drainage  and  granulation,  a  process  which 
this  woman's  health  could  not  have  endured. 

I  should  have  said  that  a  drainage  tube  was  inserted  into 
the  vagina  for  forty-eight  hours,  and  that  the  loss  of  blood 
did  not  exceed  one  ounce  in  the  operation,  and  that  the 
tumour  appears  to  be  a  fibro-myoma  undergoing  inflam- 
mation, suppuration  and  caseation. 

Dr.  Granville  Bantock  said  he  understood  Dr.  Hodg- 
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son  to  say  that  there  had  been  discharges  of  pus  from  the 
uterus ;  now,  in  the  specimen  he  could  see  no  evidence 
that  this  had  been  the  case.  He  should  call  the  specimen 
one  not  of  suppuration,  but  of  cystic  degeneration  of  a 
small  fibroid.  As  to  the  mode  of  operation,  he  thought  it 
was  a  matter  of  indifference  whether  it  was  done  by  the 
vagina  or  by  laparotomy. 

Dr.  Heywood  Smith  asked  why  drainage  was  used  in 
this  case,  as  he  did  not  gather  that  there  had  been  any 
adhesions.  He  did  not  agree  with  Dr.  Bantock  that  it 
was  a  matter  of  indifference  what  method  was  employed, 
for  the  mortality  of  vaginal  hysterectomy  was  so  much 
less  than  that  of  the  abdominal  operation  ;  and  he  should 
say,  therefore,  that  the  operation  indicated  here  was  vaginal 
hysterectomy. 

Dr.  Hodgson,  in  reply,  said  that  the  abdominal  method 
was  adopted  because  he  was  under  the  impression,  before 
the  operation,  that  it  was  a  suppurating  ovarian  cyst,  and 
therefore  that  it  could  be  better  removed  through  the 
abdomen.  There  were  a  few  adhesions,  but  none  of  im- 
portance ;  but  he  felt  it  was  better  to  use  a  drainage  tube. 


Advanced  Carcinoma  of  the  Cervix  Uteri  Treated 
BY  Curettage  and  Chloride  of  Zinc  Paste. 

Mr.  H.  Meek,  M.D.,  London,  Canada,  brought  forward 
the  two  following  cases. 

Case  1. — Mrs.  E.,  born  in  England,  aged  28,  married 
fourteen  years ;  has  had  six  children  and  two  miscarriages  ; 
last  miscarriage  in  October,  1895.  Was  admitted  to  my 
service  in  City  Hospital,  March  i,  1896,  for  rather  free 
bloody  vaginal  discharge.  She  had  not  suffered  pain,  but 
felt  weak  from  loss  of  blood. 

Examination  per  vaginam  revealed  an  irregular  ulcera- 
ting cavity  in  cervix  extending  out  into  upper  part  of 
vagina  on   left  side,  and   some  thickening  apparently   in 
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base  of  left  broad  ligament.     Uterus  was  fairly  movable. 
The  walls  of    the  ulcerated    cervix   were    friable,  readily 
breaking    down    under    the   examining    finger,    with     free 
bleeding.    The  case  was  considered  too  far  advanced    for 
vaginal    hysterectomy,    and    it    was    decided    to   try    the 
chloride  of  zinc  paste  as  recommended  by  Mr.  Jessett.      On 
March  6,  under  anaesthesia,  I  thoroughly  scraped  out    all 
friable  tissue  and  then  charred  the  surface  with  the  thermo- 
cautery and  applied   a  strip   of  gauze  with  zinc  chloride 
paste  50  per  cent,  to  uterine  cavity  and  pledgets  of  gauze 
with  paste  filling  the  cavity  scraped  out.     Outside  this    I 
applied  a  piece  of  dry,  sterilised  gauze,  and  packed  vagina 
with  tampons  wrung   out   of  saturated  solution  of  bicar- 
bonate of  soda.    The  pain  following  was  not  severe,  only 
once  requiring  morphia  ^  gr.  hypodermically.    The  vaginal 
bicarbonate  of  soda  tampons  were  changed  in  twenty-four 
hours.    The    temperature    began    to    rise  at    the  end    of 
forty-eight  hours,  and  six  hours  later  had  risen  to  102**  F. 
Vaginal   tampons  and  chloride   of  zinc  pledgets  were  all 
removed  promptly  and  the  cavity  thoroughly  irrigated  with 
I  per  cent,  creolin  solution.    Temperature  rapidly  dropped 
to  normal  after  irrigation.     A  slough,  consisting  apparently 
of  remaining  cervix  and  part  of  uterus  above  internal  os, 
separated  and  came -away  on  the  fourteenth  day,  leaving  a 
raw,    clean,    granulating    cavity    which     cicatrised     quite 
rapidly. 

Up  to  present  time  (July  i,  1896,)  there  has  been  no 
return  of  the  disease,  and  health  of  patient  continues  good. 

Case  II. — Mrs.  O.,  born  in  Canada,  aged  50,  married; 
three  children,  no  miscarriages ;  last  child,  13  years. 
Consulted  me  May  6,  1896,  for  offensive,  profuse  vaginal 
discharge,  with  i occasional  bleeding  and  pain,  from  which 
she  had  been  suffering  for  the  past  year,  previous  to  which 
time  she  had  enjoyed  excellent  health.  Examination  per 
vaginam  revealed  very  offensive  discharge  from  a  hard 
ulcerating  excavation,  involving  whole  cervix  and  upper 
part   of  vagina  surrounding  cervix.      Uterus  appeared  to 
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be  fairly  movable.  Ulcerated  excavation  bled  freely 
when  touched. 

From  the  success  following  the  chloride  of  zinc  treat- 
ment in  Case  1.,  I  resolved  to  give  this  patient  the  benefit 
of  same  treatment.  Accordingly,  on  May  13,  under  anaes- 
thesia (chloroform),  I  thoroughly  scraped  out  excavation 
and  charred  with  thermo-cautery,  and  applied  zinc  paste 
pledgets  and  soda  tampons  as  in  Case  I.  The  zinc 
chloride  pledgets  were  removed  fifty-two  hours  after. 
There  had  been  no  rise  of  temperature,  and  pulse  was 
normal.  With  the  exception  of  a  dry  tongue  everything 
continued  normal,  with  plenty  of  urine  till  end  of  fourth 
day,  when  urine  suddenly  stopped.  Bladder  was  found 
empty,  and  from  this  time  on  till  death,  which  took  place 
on  the  seventh  day,  there  was  no  more  urine  passed. 
Patient  was  very  stout,  with  fat  abdominal  walls,  and 
flatulent,  so  that  kidneys  could  not  be  felt.  After  stop- 
page of  urine  there  were  no  uraemic  symptoms  except 
restlessness  for  forty-eight  hours,  then  a  tendency  to 
stupor  and  occasional  slight  delirium  for  twenty-four 
hours  preceding  death.  Bowels  were  moved  very  freely 
every  day.  Temperature  ranged  from  99°  to  loo"*,  and 
pulse  100  to  106. 

There  was  no  post-mortem,  but  it  is  probable  that  the 
ureters  had  become  obstructed  from  pressure  of  eschar, 
the  result  of  the  zinc  cauterisation. 

Mr.  BOWREMAN  Jessett  remarked  that  at  the  Cancer 
Hospital  they  had  now  treated  about  fifty  or  sixty  cases  by 
this  method,  with  one  death.  In  the  early  cases  he  had 
some  trouble  from  burning  of  the  vagina  by  leakage  of  the 
caustic,  but  now  this  was  obviated  by  passing  into  the 
vagina,  by  means  of  a  speculum,  some  lint  smeared  over 
with  vaseline.  He  did  not  regard  the  treatment  as  curative, 
but  it  at  least  prolonged  life  and  rendered  it  much  more 
comfortable.  In  many  cases,  after  the  operation,  a  thicken- 
ing could  be  felt  by  the  rectum  tracking  along  the  broad 
ligament ;  it  might  be  due  either  to  extension  of  the  growth 
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or  to  inflammatory  changes,  but  in  others  there  was  no 
recurrence  at  present.  They  had  about  twelve  cases 
operated  on  from  one  and  a-half  to  two  and  a-half  years 
ago,  and  now  going  about  in  comfort. 

Dr.  PURCELL  said  this  method  had  given  them  great 
satisfaction ;  they  were  all  cases  in  which,  owing  to  the 
advanced  condition  of  the  disease,  the  uterus  could  not 
be  removed,  and  the  patients  had  gone  back  to  their  work 
in  a  cleaner  and  more  healthy  condition.  As  yet,  they  had 
no  statistics  as  to  recurrence.  But  it  was  noteworthy  that 
even  when  the  broad  ligaments  were  much  infiltrated,  the 
chloride  of  zinc  seemed  to  check  the  extension  of  the  disease 
in  these  structures. 

A  Case  of  Puerperal  Peritonitis  treated  with  Anti- 
streptococcic Serum.  By  R.  T.  Smith,  M.D.Lond., 
Physician  to  the  Hospital  for  Women,  Soho  Square. 

Mrs.  S.,  aged  23,  was  delivered  of  her  first  child  on 
February  7.  Startled  about  2  a.m.  by  a  fire  in  the  neigh- 
bourhood she  experienced  pains,  and  by  9  a.m.  the  child 
was  born.  The  labour  was  quiet  and  regular ;  male  child  ; 
breech  presentation.  No  delay  occurring  in  the  delivery 
of  the  head,  the  child  was  born  alive,  and  there  was  no 
injury  of  perinaeum  beyond  a  mere  abrasion.  Placental 
delivery  easy  and  normal. 

Evening  of  same  day. — Pulse  normal ;  patient  very  com- 
fortable.    Temperature,  99*8°. 

Next  day. — Temperature  normal,  morning  and  evening. 
No  discomfort. 

On  the  morning  of  the  third  day  I  was  called  to  see  her 
very  early,  as  she  was  suffering  from  most  violent  headache. 
Temperature  105**.  No  pain  or  distress  whatever  in  the 
abdomen.  Lochia  extremely  moderate.  Quinine  was  given, 
and  temperature  fell  the  same  evening  to  loo*". 

4/ft  day. — Normal  spontaneous  action  of  bowels.  Tem- 
perature 104''.  Pulse  120,  with  some  abdominal  distension 
and  moderate  pain. 
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I  may  now  state  that  the  case  had  been  an  anxious  one 
to  me  from  the  very  first,  knowing  the  patient  was  the 
subject  of  tubal  mischief.  She  had  been  a  patient  of  mine 
for  some  time,  and  she  and  her  husband  were  also  personal 
friends. 

She  had  suffered  from  severe  dysmenorrhoea  which  kept 
her  in  bed  several  days  at  each  period,  and  on  proceeding 
to  dilate  the  cervical  canal  under  an  anaesthetic,  all  other 
treatment  having  failed,  I  found  she  had  a  distended  right 
tube.  No  ill  effect  followed  ;  the  tube  gradually  contracted 
to  a  sort  of  twisted  whipcord-like  swelling,  and  pregnancy 
ensued  at  the  third  subsequent  period,  and  was  accompanied 
by  no  untoward  sjrmptoms.  The  question,  then,  was — 
were  not  the  symptoms  due  to  rupture  of  this  tube,  and  if  so, 
should  not  abdominal  section  be  performed  ?  I  asked  my 
friend,  Mr.  Sutton,  to  see  her,  and  he  advised  twelve  hours' 
waiting,  as  the  symptoms  were  not  by  any  means  so  alarm- 
ing as  the  amount  of  fever. 

Fifth  day. — ^Temperature  again  104*2''  in  the  morning. 
Pulse  120.  No  sickness,  but  distension  more  marked,  with 
definite  solidification  in  left  vaginal  cul-de-sac  and  iliac 
region.  I  now  injected  10  ccm.  of  the  antistreptococcic 
serum.  Temperature  fell  in  the  evening  to  99*2**,  and  the 
abdominal  tension  was  diminished. 

Sixth  day. — Morning  temperature  103*6.°  Symptoms 
slightly  moderated.  To  be  sure  there  was  no  uterine  source 
of  infection,  I  carefully  syringed  the  uterine  cavity  with  a 
weak  solution  of  iodised  phenol,  but  there  was  no  debris, 
and  the  uterus  was  well  contracted. 

Seventh  day. — Temperature  104°.  Injection  of  serum 
repeated  at  10  a.m.  Temperature  at  5  p.m.,  98*4°.  All  this 
time  the  patient  had  been  taking  quinine,  12  grs.  per  diem. 
On  this  day  an  enema  was  given  with  fairly  good  results. 
Pulse  90.    Tongue  clean. 

Eighth  day. — Morning  temperature  normal.  Resolved  to 
give  no  quinine  this  day  and  wait  events.  At  4  p.m.  I 
received  an  urgent  message,  the  violent  headache  having 
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recurred,  and  the  temperature  was  found  higher  than  ever 
before — io5"4°.  At  445  p.m.  the  serum,  third  dose,  10  ccm^ 
was  injected ;  by  8.30  the  temperature  was  102°,  and  at  4 
a.m.  the  following  (ninth  day)  was  normal.  In  the  course 
of  that  day  the  symptoms  assumed  their  most  violent  form, 
vomiting  set  in,  and  copious,  exceedingly  offensive  diarrhoea, 
the  patient  having  had  5iv.  of  ol.  ricini  in  a  mixture  adminis- 
tered early  in  the  morning.  The  temperature  in  the  evening 
was  again  io4'2®.  On  this  day  I  again  asked  Mr.  Sutton  to 
see  her,  as  the  symptoms  were  very  grave,  and  the  decision 
as  to  venturing  to  open  up  the  abdomen  too  serious  to  bear 
on  one's  own  responsibility  under  the  circumstances.  The 
pulse  was  140,  the  patient  was  exceedingly  restless,  with 
sunken  eyes ;  and  his  opinion  was  that  any  attempt  at  ab- 
dominal section  would  certainly  be  fatal,  and  extinguish  the 
hope  of  that  recovery  which  fortunately  we  do  occasion- 
ally see  realised  in  apparently  the  most  desperate  cases  of 
peritonitis. 

I  therefore  pushed  stimulants  most  boldly,  and  gave 
another  (the  fourth)  injection  of  serum. 

Next  morning,  (tenth  day),  there  was  a  change  for  the 
better — pulse  120,  temperature  io2"2*'.  I  repeated  the  in- 
jection (the  fifth)  and  the  temperature  fell  to  loo"",  remaining 
there  steadily,  morning  and  evening  for  two  days.  Mean- 
while, the  patient's  condition  had  become  one  of  relative 
comfort. 

Four  days  subsequently  (the  13th)  the  temperature  rose 
to  102°,  this  event  being  associated  with  the  giving  of  an 
enema  and  with  some  recrudescence  of  the  pain  and  disten- 
sion. One  more  injection  (making  the  sixth)  was  given, 
and  from  this  time  the  progress  was  steadily  to  recovery. 
Twelve  days  subsequently  she  was  moved  on  to  the  couch 
from  her  bed,  with  the  result  that  she  had  a  relapse,  all 
the  old  signs  recurring — distension,  vomiting,  temperature 
103*2°,  pulse  128.  She  had  two  more  injections  of  serum 
on  two  consecutive  days,  and  by  the  fourth  day  every 
symptom  had  subsided,  the  temperature  became  normal, 
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and  has  remained  so  ever  since.  It  is  now  the  fourteenth 
week,  and  for  the  past  ten  days  the  patient  has  been  taking 
walks  out  of  doors.  There  was  some  menstrual  loss  for 
three  days  in  the  tenth  week.  By  vaginal  examination  there 
remains  still  a  small  collar  of  induration  to  the  left  of,  and 
behind  the  uterus,  but  the  bladder  and  rectum  are  quite 
normal  and  easy  in  function.  Note,  a  month  later  :  patient 
has  had  a  menstrual  period  of  five  days'  duration,  almost 
painless. 

Remarks.  —  I  very  much  regret  that  a  bacteriological 
examination  was  not  made,  at  least,  of  the  blood.  The 
labour  was  conducted  on  antiseptic  lines,  there  was  no 
breach  of  surface  beyond  a  mere  abrasion  of  the  perinaeum, 
and  this  >was  immediately  cleansed  and  dusted  with  iodoform 
and  boracic  powder.  The  lochia  were  never  offensive,  and 
having  satisfied  myself  the  uterus  was  not  at  fault,  no  vaginal 
treatment  was  adopted  beyond  the  insertion  daily  of  an 
iodoform  pessary.  My  own  judgment  was  and  is  that  the 
peritonitis  was  due  to  leakage  from  a  tube  which  had  been 
the  subject  of  catarrhal  inflammation,  not  purulent,  cer- 
tainly at  least  not  due  to  any  gonorrhoeal  contamination. 
It  was  one  of  that  class  of  cases  due  to  traumatism,  or 
diphtheria,  or  influenza,  and  which  was  formerly  termed 
auto-genetic  puerperal  fever.  On  the  whole,  I  think  the 
wiser  action  would  have  been  to  have  done  abdominal 
section  the  first  day,  although  the  waiting  policy  seemed 
to  be  confirmed,  as  on  the  second  and  third  days  of 
waiting  the  symptoms  were  milder. 

One  thing  is  absolutely  certain,  that  the  serum  did  no 
harm ;  and  another  inference  I  think  is  very  strong,  that 
the  treatment  by  serum-therapy  is  worthy  of  trial,  and  that 
in  this  case  it  prevented  a  fatal  issue.  In  another  case  I 
would  give  a  second  injection  in  twelve  hours,  repeating  it 
every  twenty-four  hours.  I  may  add  the  serum  was  injected 
with  every  precaution,  the  syringe  being  boiled  each  time, 
and  the  skin  cleansed  with  carbolic  lotion.  Three  injections 
were  given  about  the  epigastric  region,  three  in  the  thighs, 
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the  rest  in  the  arm,  and  in  no  case  was  there  any  local 
mischief. 

The  President  thought  that  Dr.  Smith  was  to  be 
congratulated  on  the  treatment  of  this  critical  case ;  for 
though  he  modestly  said  that  the  serum  did  no  harm,  there 
was,  in  his  own  mind,  little  doubt  that  the  patient  would 
have  died  without  it,  just  as  would  certainly  have  happened 
in  some  other  cases  that  had  been  reported. 

Dr.  John  Shaw  had  had  only  one  case  in  which  the 
serum  was  tried ;  but  in  some  respects  it  was  parallel  to 
that  of  Dr.  Smith.  The  patient  was  at  her  first  confine- 
ment ;  for  three  days  all  went  well,  and  then  the  fever 
began.  He  adopted  the  serum  treatment,  and  pushed  it 
vigorously,  starting  with  a  dose  of  20  cc. ;  six  hours  later 
a  further  dose  of  10  cc.  was  given,  and  continued  twice 
daily.  The  temperature  seemed  to  be  higher  always  just 
after  the  injection.  He  sent  some  of  the  vaginal  secretion 
to  the  Institute  of  Preventive  Medicine,  and  streptococci 
were  found  in  it.  It  seemed  to  him  at  the  time  that  it 
might  be  a  case  of  influenza  attacking  the  peritoneum ; 
and  he  thought  that  the  same  explanation  might  be  given 
of  Dr.  Scott's  case.  In  one  other  case,  at  the  influenza 
epidemic,  he  saw  a  sudden  high  temperature  follow  a 
curetting.  In  his  puerperal  case,  an  acute  abscess  formed 
in  the  left  Fallopian  tube ;  the  effect  of  the  serum  appeared 
to  be  to  localise  the  suppuration.  He  also  gave  salicin  in 
that  case,  and  this  seemed  to  have  more  effect  on  the 
temperature  than  the  serum.     She  quite  recovered. 

Dr.  Heywood  Smith  said  he  had  seen  a  case  of 
puerperal  septicaemia  in  consultation  some  months  ago, 
and  advised  the  serum.  The  patient  got  well,  but  he  had 
not  heard  the  details  of  her  recovery.  He  would  get  these 
from  her  doctor  and  communicate  the  result  to  the  Society. 
He  thought  that  in  these  cases  the  least  abrasion  might 
form  a  point  of  entrance  for  the  septic  organisms. 

Dr.  Granville  Bantock  said  that  he  quite  agreed  with 
Dr.  R.  X  Smith  in  his  estimate  of  serum-therapy,  viz.,  that 
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it  did  no  harm.  There  was,  however  no  distinct  evidence 
that  it  played  any  important  part  in  the  favourable  result. 
At  the  same  time,  although  he  totally  disagreed  with  the 
current  views  of  antisepsis  and  bacteriology,  he  was  some- 
what in  favour  of  serum-therapy.  But  in  this  direction 
knowledge  had  not  yet  advanced  far  enough.  An  analogy 
was  to  be  found  in  the  case  of  small-pox  and  cow-pox,  in 
both  of  which  diseases  the  toxic  agent  was  not  the  product 
of  a  bacillus,  but  a  ptomaine  or  leucomaine.  His  belief  was 
that  the  essence  of  all  these  cases  was  toxine  poisoning,  and 
that  when  bacilli  were  found,  they  were  the  result,  and  not 
the  cause  of  the  disease.  He  attributed  to  the  bacilli  a 
beneficent  rdlcy  and  believed  that  if  they  were  only  present 
in  sufficient  quantity  they  would  save  and  not  destroy  the 
patient.  Whether  the  serum  employed  for  the  various 
fevers  was  got  from  the  proper  source  or  not,  he  was  not 
prepared  to  say;  but  he  thought  that  this  was  the  proper 
direction  in  which  they  ought  to  work,  and  that  for  the 
evil  results  generally  attributed  to  bacilli,  leucomaines  or 
ptomaines  should  be  held  responsible. 
The  meeting  then  adjourned. 
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cystic  there  cannot  be  any  question  as  to  the  necessity  for 
its  removal.  The  second  ovary  may,  however,  be  only 
very  slightly  enlarged  and  its  condition  doubtful.  In  such 
a  case  the  age  of  the  patient  should  determine  the  course 
to  pursue.  If  she  is  approaching  the  climacteric  it  should 
certainly  be  removed  ;  if  she  is  a  young  woman  I  give  her 
the  benefit  of  the  doubt. 

Included  in  this  number  are  those  cases  of  cyst  of  the 
broad  ligament  which  were  pedunculated,  and  so  might  for 
all  practical  purposes  have  been  cyst  of  the  ovary.  Three 
others  which  were  sessile,  and  burrowing  into  the  ligament, 
and  owing  to  the  thinness  of  their  walls  or  extent  of  their 
connection  could  not  be  enucleated,  were  stitched  to  the 
parietes  and  drained. 

A  small  cyst  of  the  broad  ligament  when  quite  free  from 
the  ovary  and  tube  may  be  successfully  enucleated  without 
removing  the  latter.  When,  however,  the  cyst  has  attained 
any  size,  the  tube  and  ovary  are  almost  invariably  dis- 
organised by  the  pressure  to  which  they  have  been  subjected, 
and  nothing  is  gained  by  complicating  the  operation  in  an 
attempt  to  save  them. 

Six  cases  of  haematocele  are  included  in  the  list.  Most 
of  these  are  recorded  in  a  paper  on  "  Intra-Peritoneal 
Haemorrhage,  in  connection  with  Tubal  Pregnancy,"  which 
I  read  before  the  Society  {West  London  Medical  Journal^ 
vol  ii..  No.  I,  January,  1897).  One  case,  which  terminated 
fatally,  confirms  me  still  more  strongly  in  the  belief  that 
early  operation,  which  I  advocated  in  that  paper,  is  the  best 
treatment  in  all  cases  of  haematocele.  I  had  no  difficulty 
in  recognising  the  nature  of  the  case,  and  arranged  to 
operate  the  day  after  the  next.  Some  days  had  already 
lapsed  since  the  attack.  At  the  time  of  operation  her  con- 
dition was  far  from  satisfactory.  The  abdomen  was  dis- 
tended and  excessively  tender,  and  there  was  evidently 
considerable  peritonitis.  I  found  the  effused  clot  had 
become  septic,  and  was  decidedly  offensive.  I  flushed  out 
the   cavity  with   an   abundance   of  water   and  closed  the 
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wound.  Had  the  patient  been  in  hospital  I  should  have 
preferred  to  drain  ;  but  do  not  imagine  it  would  have  made 
any  difiFerence  in  the  ultimate  result. 

Four  cases  are  classed  under  the  head,  "  Removal  of  the 
Appendages."  In  all  these  the  condition  was  one  of  chronic 
inflammation.  Some  of  them  were  of  long  standing,  and 
had  undergone  much  treatment  at  various  hands  for  pelvic 
pain  and  dysmenorrhoea,  and  had  been  in  hospital 
repeatedly.  In  all  the  ovaries  and  tubes  were  firmly  bound 
down  and  adherent  to  the  uterus  and  neighbouring  organs. 
The  greatest  difficulty  was  experienced  in  enucleating  and 
^'ggi^^g  them  out.  In  one  case,  classed  as  an  "exploratory 
operation,"  this  was  found  impossible.  The  operation 
presents  much  greater  difficulties  than  when  the  ovaries 
are  removed  for  cystoma,  and  I  have  preferred  to  place 
them;  in  a  separate  list. 

Csesarean  section  is  represented  by  one  case  already 
published  in  the  West  London  Medical  Journal  (vol.  i., 
No.  4,  October,  1896). 

On  January  i,  1897,  I  was  sent  for  by  Mr.  Whitington 
to  operate  in  a  case  where  other  means,  forceps  and 
turning,  had  been  tried  without  success.  The  patient  was 
a  small  woman,  and  the  conjugate  diameter  of  the  pelvis 
further  narrowed  by  some  projection  of  the  promontory  of 
the  sacrum.  Neither  the  head  nor  the  breech  could  engage 
the  brim  of  the  pelvis.  The  operation,  in  which  I  had  the 
able  assistance  of  Mr.  Whitington  and  Dr.  Thomson,  of 
Retford,  presented  no  special  difficulties.  The  uterus  was 
opened  without  haemorrhage.  The  child,  which  was  dead, 
was  of  enormous  size.  The  uterine  walls  were  exceptionally 
thick,  and  for  this  reason,  and  also  fearing  there  might  be 
considerable  bruising  of  the  parts,  I  decided  upon  Porro's 
operation,  and  removed  the  uterus,  instead  of  Caesarean 
section.  The  patient  made  an  excellent  recovery,  but  the 
protracted  convalescence  of  the  extra-peritoneal  method 
compares  unfavourably  with  the  more  brilliant  results  of 
the  Caesarean  operation  ;  and  when  there  is  an  option  in  the 
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matter,  I  have  little  doubt  that  the  Caesarean  section   will 
commend  itself  increasingly  in  the  future. 

Two  cases  of  sub-peritoneal  pedunculated  fibroids,  one 
in  a  young  married  woman,  24  years  of  age,  were  treated 
successfully.  In  one  case  the  pedicle  was  ligatured  and 
returned,  in  the  other  brought  outside  and  fixed  in  the 
wound. 

Five  cases  of  abdominal  hysterectomy  complete  the  list. 
These  were  treated  by  various  methods.  In  No.  11  I  ligatured 
the  uterine  arteries  and  completed  the  operation  very  satis- 
factorily, sewing  the  uterine  flaps  together  and  bringing  the 
peritoneal  surfaces  carefully  into  apposition  with  fine  catgut 
sutures.  The  stump  was  then  allowed  to  fall  back.  Tht 
result  was  not  a  success.  I  am  unable  to  account  for  the 
patient's  death.  There  was  neither  haemorrhage  nor  peri- 
tonitis, and  the  post-mortem  revealed  nothing  but  a  fatty 
liver. 

In  Nos.  31  and  32  I  adopted  the  following  method  :  The 
broad  ligaments  were  first  tied  off  on  either  side  and  the 
uterine  arteries  secured.  The  tumour  was  amputated  by  an 
antero-posterior  V-shaped  incision  as  near  the  cervix  as 
possible.  Catgut  sutures  were  then  passed  through  the 
flaps,  the  stump  brought  up  to  the  parietal  wound,  and  the 
ends  of  the  sutures  passed  through  the  parietal  peritoneum 
and  tied.  In  this  way  the  uterine  cicatrix  was  practically 
extra-peritoneal.  The  aponeurotic  structures  and  skin  were 
brought  together  over  the  face  of  the  stump  by  a  continuous 
catgut  suture. 

In  one  case  the  wound  healed  by  first  intention,  and  there 
was  not  a  moment's  trouble  or  anxiety  about  the  case  from 
the  moment  of  operation.  In  the  other  the  result  was  not 
so  good.  Union  was  not  complete.  The  stump  sloughed 
and  convalescence  was  protracted  while  the  slough  and 
sutures  were  coming  away. 

In  No.  39  I  adopted  the  extra-peritoneal  treatment  with 
the  serre-nosud. 

Operators  have  long  been  endeavouring  to  supersede  the 
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use  of  the  clamp  by  some  intra-peritoneal  method.  The  use 
of  the  wire  setre-ncsud  is  regarded  as  an  unscientific  and  un- 
surgical  proceeding.  The  difficulty  is  the  treatment  of  the 
stump.  If  allowed  to  fall  back  into  the  peritoneal  cavity  it 
may  bleed,  or  the  bowel  may  become  adherent  to  it,  and 
give  rise  to  trouble  later  on.  It  was  to  obviate  these  two 
sources  of  danger  that  I  adopted  the  method  mentioned 
above  in  cases  31  and  32.  Then  another  difficulty  arose  ; 
the  stump  sloughed. 

After  the  uterine  arteries  are  tied  the  circulation  in  the  flaps 
is  feeble  and  the  sutures  may  be  sufficient  to  strangulate 
them  entirely.     It  has  been  proposed,  therefore,  to  cut  away 
the  uterus  altogether,  just  leaving  the  cervix,  and  to  close 
the  peritoneum  over  it.     Mr.  Mayo  Robson,  Mr.  Bowreman 
Jessett,  and  other  operators,  are  convinced  that  in  the  near 
future  myoma  of  the  uterus  will  be  treated  by  total  extirpa- 
tion or  pan-hysterectomy.     I  must  say  I  do  not  feel  so  con- 
fident on  this  point.     Pan-hysterectomy  has  dangers  of  its 
own,  and  I  cannot  do  otherwise  than  believe  that  the  floor 
of  the  pelvis  must  be  seriously  weakened  by  such  an  opera- 
tion.   On  the  other  hand,  the  success  of  the  extra-peritoneal 
treatment  of  the  stump  has  been  amply  demonstrated,  and,  I 
am  inclined  to  think,  will  maintain  its  position  as  the  opera- 
tion of  election  ;  but  when  for  some  reason  or  another  it  is 
not  available,  then  I  think  pan-hysterectomy  may  eventually 
prove  superior  to  all  other  methods,  at  least  to  all  that  have 
yet  been  tried. 

On  the  general  after-treatment  of  these  cases  I  should  like 
to  make  a  few  remarks.  On  returning  the  patient  to  bed  the 
pulse  and  temperature  are  taken.  The  temperature  after  an 
operation  is  generally  sub-normal,  and  indicates  to  some 
extent  the  amount  of  shock.  When  this  is  severe  an  enema 
of  beef  tea  and  brandy  is  given,  and  hot  water  bottles  are 
applied  to  the  feet  and  chest.  I  find  the  use  of  large  enemata 
attended  with  better  results  than  smaller.  Three-quarters  of 
a  pint  or  more  of  a  dilute  solution  of  beef  tea  is  readily  re- 
tained under  the  circumstances,  and  being  quickly  absorbed 
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acts  as  a  mild  kind  of  transfusion.  As  a  rule  the  shock 
passes  off  in  about  a  couple  of  hours,  and  the  patient's  skin 
becomes  moist. 

Some  retching  and  sickness  due  to  the  anaesthetic  may  be 
expected,  and  while  this  continues  it  is  better  not  to  give 
anything  by  the  mouth.  Three  or  four  hours  after  the 
operation  I  allow  a  cup  of  hot  tea.  Should  this  be  returned, 
it  will  wash  out  the  stomach,  and  probably  put  an  end  to 
the  retching.  Later  in  the  day  another  cup  of  tea  may  be 
given,  and  a  little  arrowroot  in  the  evening.  Occasionally 
the  vomiting  persists,  and  may  be  very  distressing.  When 
this  is  the  case,  keep  the  stomach  empty.  Should  it  be 
necessary,  nutrient  enemata  may  be  given  every  four  hours. 
A  mustard  leaf  applied  to  the  epigastrium  sometimes  has  a 
good  result.  I  have  seen  this  distressing  symptom  instantly 
relieved  by  a  hypodermic  injection  of  morphia. 

Thirst  is  often  very  troublesome  on  the  day  following  an 
operation.  I  find  this  is  relieved  by  hot  tea  more  effectually 
than  by  any  other  means.  A  sliced  lemon  or  orange  to  suck 
is  greatly  appreciated.  Ice  does  not  appear  to  relieve  the 
thirst  to  the  same  extent,  and  is  not  very  agreeable  to  a 
patient  who  has  bad  teeth,  or  is  wearing  an  artificial  plate. 
A  pint  of  hot  water  injected  into  the  rectum  has  been 
recommended,  but  if  there  is  no  sickness  I  cannot  see  the 
reason  for  withholding  a  reasonable  quantity  of  fluid  by  the 
mouth.  The  practice  of  giving  teaspoonfuls  of  hot  water 
every  hour  appears  to  me  only  to  aggravate  the  distress.  It 
is  as  well  to  encourage  the  patient  to  bear  with  it  as  well  as 
she  can,  and  explain  to  her  that  it  will  pass  off  in  the  course 
of  a  few  hours. 

The  diet  during  the  first  few  days  should  be  light  and 
digestive.  If  the  patient  is  going  on  well,  some  fish  may 
be  allowed  on  the  third  day.  Each  case  must  be  treated 
according  to  circumstances.  If  the  patient's  condition  is 
low,  nourishing  food  should  be  given  at  once  after  the 
operation.  Unless  there  are  special  reasons  to  the  contrary, 
I  am  convinced  the  patient  feels  more   comfortable  when 
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the  stomach  has  something  to  do.  Many  of  these  patients 
are  in  other  respects  quite  healthy,  and  up  to  the  time  of 
operation  accustomed  to  a  liberal  diet.  By  the  third  day 
they  begin  to  feel  low  and  depressed  if  the  starvation  is 
pressed  too  far.  The  danger  of  overfeeding  with  an  un- 
trained nurse  is  greater  than  that  of  underfeeding,  but  there 
is  no  occasion  for  a  treatment  different  to  that  required  in 
other  surgical  cases. 

Pain  following  operation  is  not  often  severe,  but  if 
sufficient  to  prevent  the  patient  from  sleeping,  it  is  advisable 
to  give  a  hypodermic  injection,  a  quarter  or  third  of  a  grain 
of  morphia.  Opium  should  never  be  given  unless  it  is 
absolutely  required,  but  the  antipathy  to  its  use  exhibited  by 
some  operators  is  just  as  senseless  as  the  old  practice  of 
giving  it  indiscriminately  in  every  case.  Like  other  valuable 
remedies,  it  must  be  used  with  discretion,  and  not  abused. 
I  have  seen  the  best  results  follow  its  exhibition,  and  a 
patient  who  was  restless  and  unhappy,  quite  a  different 
creature  in  a  few  hours.  In  one  case  a  troublesome 
hiccough,  which  was  exhausting  the  patient  on  the  third 
day,  was  at  once  allayed  by  a  quarter  of  a  grain  of  morphia 
taken  by  the  mouth,  and  in  another  persistent  retching  was 
speedily  relieved  by  a  hypodermic  injection. 

Pain  in  the  back  on  the  second  day  is  not  infrequently 
complained  of,  and  may  arise  from  the  unaccustomed  dorsal 
decubitus.  Unless  there  is  reason  to  the  contrary,  I  allow 
the  patient  to  turn  on  her  side,  when  relief  from  the  pain  is 
soon  obtained  and  she  is  able  to  go  to  sleep. 

Tympanites  is  sometimes  troublesome.  The  abdominal 
distension  is  not  necessarily  associated  with,  or  a  symptom 
of,  peritonitis.  The  rectal  tube  is  often  of  service,  and 
should  be  retained  for  ten  to  twenty  piinutes  at  a  time. 
Early  purgation  is,  however,  the  most  efficacious  remedy. 
As  a  rule,  I  get  the  bowels  to  act  on  the  fourth  day,  but  if 
the  abdomen  is  much  distended,  I  do  not  wait.  A  good 
saline  purge,  repeated  if  necessary,  or,  better  still,  a  dose  of 
castor  oil,  should  be  followed  by  an  enema.     This  ensures 
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the  softening  of  hard  scybalae,  and  an  easier  evacuation. 
An  accumulation  in  the  bowel  sometimes  causes  a  rise  in 
the  temperature,  which  subsides  at  once  when  the  bowels 
have  been  moved. 

The  urine  should  be  drawn  off  six  hours  after  the  opera- 
tion, and  subsequently  at  intervals  of  six  or  eight  hours, 
until  the  patient  can  pass  it  herself.    The  catheter  should 
not  be  used   longer  than  required,  and  the  greatest  pre- 
cautions observed  to  keep  it  aseptic.    Cystitis  is  one  of 
the    unfortunate    complications    which    may  arise    during 
convalescence    from     an     abdominal     operation,     and    is 
generally  attributed  to  the  introduction  of  bacteria  on  an 
imperfectly  sterilised  catheter.    This  is  probably  most  often 
the  case ;  but  cystitis  may  occur  independently  of  the  use 
of  the  catheter.    The  patient,  lying  on  her  back,  is  unable 
to  empty  the  bladder  completely,  and  a  certain  amount  of 
residual  urine  is  always  left  behind.     Germs  have  no  diflB- 
culty  in  passing  up  the  urethra,  more  especially  the  bacillus 
coli,  which  swarms  on  such  occasions,  and  once  it  gets  io 
the  residual  urine  cystitis  is  inevitable.    The  best  way  to 
treat  it  is  to  give  the  patient  an   opportunity  of  passing 
urine  more  readily,  and  to  wash  out  the  bladder  with  a 
solution  of  boracic  acid,  gr.  x.  to  the  ji.,  or  boro-giyceride. 
The  simplest  contrivance  for  the  purpose  is  a  glass  funnel 
attached  by  flexible  tubing  to  a  large-eyed  soft   catheter. 
As  the  funnel  is  raised,  the  fluid  pours  into  the  bladder  by 
its  own  weight ;  and  as  it  is  lowered,  the  fluid  flows  back 
again. 

Peritonitis,  owing  to  the  improvements  in  aseptic  surgerj, 
has  no  longer  the  terrors  for  us  it  formerly  had.  Instead 
of  being,  as  it  was  at  one  time,  the  most  frequent  cause  of 
death,  it  is  now  happily  a  very  rare  event.  Its  advent  is 
often  most  insidious.  The  first  symptom  to  excite  alarm  is 
persistent  vomiting.  At  first  the  ejected  matter  is  a  yellowish 
frothy  fluid,  subsequently  it  becomes  a  dark  green,  and  finally 
almost  black.  Retching  and  vomiting  after  the  anaesthetic 
may  continue  for  twenty-four  hours,  or  even  longer.     It 
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does  not  necessarily  indicate  peritonitis,  even  if  it  persists 
for  several  days.  Similarly,  as  already  mentioned,  tympanites 
may  be  present  and  yet  not  be  associated  with  peritonitis. 
Nor  does  the  temperature  give  any  characteristic  indication, 
for  1  have  seen  many  cases  in  which  it  has  remained  low 
throughout.  But  should  there  be  a  persistent  acceleration 
of  pulse,  accompanied  by  vomiting  and  abdominal  dis- 
tension, then  danger  must  be  apprehended.  The  patient, 
moreover,  has  a  jaundiced  and  haggard  expression,  the 
mental  condition  is  depressed,  and  the  tongue  is  red  and 
dry,  though  sometimes  it  remains  moist.  No  flatus  is  passed 
per  rectum. 

When  peritonitis  has  been  recognised,  the  question  of 
treatment  at  once  arises,  and  here  I  may  say  at  once,  if  the 
peritonitis  is  general  active  treatment  is  of  little  avail.     Some 
operators  still  think  that  free  purgation  is  of  use,  and  that 
it  may  prevent  peritonitis  ;  there  is  no  proof  whatever  that 
such  is  the  case.    Can  any  good  be  gained  by  re-opening 
the  wound  and  flushing  out   the  peritoneal   cavity  ?     My 
experience   is  that  the  proceeding  is  perfectly  useless.     I 
have  never  seen  the  least  benefit  from  the  attempt.    At  best 
only  the   most   superficial   coils  of  intestine   close  to  the 
opening  can  be  reached.    The  patient  seldom  survives  the 
operation  more  than  a  few  hours.     The  post-mortem  exami- 
nation reveals  the  impossibility  and  inutility  of  the  whole 
proceeding.     Pus  is  found  covering  the  whole  peritoneal 
surface  and  extending  into  every  recess  and  corner. 

Intestinal  Obstruction  is  a  rare  event,  but  it  is  well  for  the 
operator  to  bear  it  in  mind.  It  inay  occur  at  any  time 
subsequent  to  an  abdominal  operation,  either  by  the  in- 
testine becoming  adherent  to  the  parietal  incision  or  other 
raw  surface,  or  by  becoming  entangled  in  the  omentum. 
\  have  certainly  seen  one  case  which  terminated  fatally  a 
month  after  operation,  the  condition  not  having  been  re- 
cognised. When  intestinal  obstruction  occurs  shortly  after 
the  operation,  it   is  liable  to  be  mistaken  for   peritonitis. 
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Clinical  Notes  and  Observations  on  One  Hundred 
Consecutive  Cases  of  Abdominal  Section. 

By  J.  FuRNEAUx  Jordan,  M.B.,  F.R.C.S. 

Surgeon  to  the  Birmingham  and  Midland  Counties  Hospital  for  Women. 

There  would  be  little  purpose  served  by  merely  report- 
ing this  series  of  cases,  but  by  a  general  review  it  may  be 
possible  to  learn  something,  and  especially  is  this  so  since 
they  cover  a  time  extending  from  August,  1893,  to 
December,  1896,  and  indicate  to  some  extent  changes  that 
have  occurred  in  gynaecological  practice.  Before  dwelling 
on  any  individual  case  I  must  refer  briefly  to  the  technique 
of  my  operations,  and  in  doing  so  I  would  point  out  that 
there  cannot  be  much  at  fault  as  I  have  only  had  one  death 
from  peritonitis  after  operation,  due  to  perforation  of  the 
bowel  on  the  sixth  day  after  the  removal  of  a  very  adherent 
pyosalpinx.  The  anaesthetic  used  is,  with  rare  exceptions,  a 
mixture  of  one  part  of  chloroform  with  two  of  ether,  given 
in  Clover's  inhaler  without  the  bag.  The  abdominal  wall 
is  previously  cleansed  by  the  nurse  with  turpentine  and 
soap  and  water,  but  at  the  time  of  operation  I  rewash  it 
with  soap  and  water,  and  lately  I  have  adopted  the  further 
precaution  of  first  rubbing  it  with  methylated  spirits.  In 
cases  of  vaginal  coeliotomy  I  cleanse  the  vagina  thoroughly 
with  lysol  solution.  To  prevent  stitch  abscesses,  the  skin 
must  be  thoroughly  cleansed,  the  sutures  and  needle  should 
be  boiled  previous  to  use,  the  sutures  should  be  inserted 
accurately  in  position  and,  above  all,  must  not  be  pulled  too 
tight.  For  my  hands  I  have  invariably  used  hot  water,  soap 
and  a  nail  brush,  and  if  after  this  a  bacteriologist  should 
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find,  and  he  probably  would  do  so,  that  my  fingers  were  not 
absolutely  sterile,  I  should  not  mind  ;  there  is  an  old  saying 
that  the  proof  of  the  pudding  is  in  the  eating,  and  I  have 
no  fear,  for  experience  tells  me  every  day  that  hands  so 
cleansed  can  operate  in  the  peritoneal  cavity  with  impunity. 
My  instruments  and  ligatures,   &c.,  are  boiled  before  the 
operation,  during  which  they  lie  in  trays  of  boiling  water. 
I  have  hitherto  used  sponges,  but  the  time  and  trouble 
entailed  in  cleaning  them  have  determined  me  to  use  in 
future  gauze  mops  which  can  be  bought  ready  made  and 
only    require    sterilising.      As  regards  the  length    of    the 
incision  in  the  abdominal  wall  I  have  little  to  say,  for  it 
seems  to  me  that  every  operator  would  naturally  make  a 
small  one  to  start  with  and  then  lengthen  it  if  necessary. 
I  must  also  say  that  too  long  an  incision  is  a  lesser  evil  than 
one  too  short,  for  when  dense  adhesions  have  to  be  broken 
down  it  is  an  immense  advantage  to  see  what  one  is  doing, 
and  moreover  the  longer  incision  will  enable  one  to  do  the 
necessary  manipulations  with  greater  facility.     I  have  never 
kept  a  record  of  the  length  of  time  my  operations  have 
taken,  for  no  greater  mistake  can  be  made  than  trying  to 
operate  against  time ;  yet  I  always  have  believed  that  there 
should  be  no  dawdling,  no  having  to  wait  for  things  which 
should  have  been  ready  beforehand,  and  no  wasting  time  on 
unimportant  details.    What  has  to  be  done  should  be  done 
straightway   with   care  and  deliberation.      Cases  do   occa- 
sionally arise,  such  as  Nos.  12  and  44,  recorded  more  fully 
later  on,  where  it  is  necessary  to  diminish  the  shock  as 
much  as  possible,  and  therefore  to  do  the  operation  quickly, 
but  these  are  exceptional.     Three  of  my  vaginal  hysterec- 
tomies took  me  nearly,  if  not  quite,  two  hours  each,  but  in 
such  cases  a  great  part  of  the  time  is  occupied  in  extra- 
peritoneal work,  and  there  is  no  prolonged  exposure  of  the 
peritoneum.      The  after  treatment  must,  to  some  extent, 
vary  with  each  case,  but  the  general  lines  I  have  followed 
are: — no  morphia;    opening  of  the  bowels  by  the  second 
day ;  liquid  food  on  the  second  day  ;  and  some  solid  food 
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on  the  third  day,  for  if  there  is  one  thing  calculated  to  cause 
flatulence  and  discomfort  it  is  a  slop  diet. 

In  the  above  list  there  are  operations  of  so  many  kinds 
that  it  is  impossible  and  indeed  unnecessary  to  describe  the 
method  of  performing  each,  although  I  shall  have  to  refer  in 
detail  to  some  of  them.  I  may  say  here  that  I  have  come  to 
the  conclusion  that  the  less  one  can  do  with  glass  drainage 
tubes  the  better,  and  I  now  drain  only  when  absolutely 
necessary,  as  after  "  washing  out,"  for  which  I  use  plain 
water.  I  object  to  glass  drainage  tubes  because  their  use 
entails  a  weak  spot  in  the  scar  and  leads  the  way  to  a 
ventral  hernia.  My  proportion  of  ventral  hernia  is  large, 
viz.,  eight  cases  ;  of  these  eight  cases  three,  Nos.  62,  72,  and 
78  followed  operation  by  other  surgeons  ;  of  the  other  five, 
all  except  one  had  had  a  glass  drainage  tube,  and  the  hemia 
was  at  the  place  where  the  tube  had  made  exit.  The 
exception.  No.  31,  was  in  a  short  stout  woman,  who  went 
about  her  work  soon  after  her  first  operation  without 
wearing  her  belt. 

There  is  an  old  saying  that  a  man  learns  more  from  his 
failures  than  his  successes,  and  its  truth  is  here  exemplified. 
From  No.  15,  a  disastrous  case  of  hydronephrosis,  I  have 
learnt  much.  It  shows  once  more  how  difficult  it  may  be 
to  diagnose  the  exact  nature  of  a  large  cystic  tumour.  In 
this  case  the  patient  came  to  me  complaining  of  getting 
larger  in  the  abdomen,  no  pain,  menstruation  regular.  On 
examining  her  I  found  the  abdomen  larger  than  a  fuU-tenn 
pregnancy,  bulging  more  to  the  right  side  than  to  the  left, 
dull  on  percussion  and  with  a  well-marked  thrill.  She  had 
three  months  previously  seen  blood  in  her  urine,  and  the 
bulging  to  the  right  side  made  me  suspect  hydronephrosis, 
but  "  dumping  "  in  either  loin  was  painless,  and  she  had  no 
frequency  of  nor  pain  on  micturition,  and  her  urine  was 
acid  and  free  from  albumen.  I  diagnosed  ovarian  cyst  with 
the  possibility  of  right  hydronephrosis.  At  the  operation  I 
removed  by  abdominal  nephrectomy  a  large  hydronephrotic 
right  kidney,   in  the  pelvis  of  which  were  several   stones. 
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She  did  very  well  for  twenty-four  hours,  and  then  complete 
suppression  of  urine  with  coma,  ending  in  death. 

PosUfnortem. — Peritoneal  cavity  quite  clean,  left  kidney 
hydronephrotic,  as  large  as  a  small  melon,  with  merely  a 
shell  of  kidney  tissue  left,  and  in  the  ureter  and  its  branches 
were  seven  calculi,  two  of  them  large.  I  feel  that  we 
cannot  be  too  careful  in  our  examination  of  abdominal 
tumours  ;  it  is  possible  that  by  a  more  careful  examination 
I  might  have  discovered  the  condition  of  the  left  kidney 
and  refrained  from  operating.  In  any  case  of  doubt  I  shall 
in  future  examine  the  urine  for  the  percentage  of  urea. 

Again,    I   cannot  look  on  my  cases  of  abdominal  hys- 
teropexy (ventral  fixation  of  the  uterus)   with   unqualified 
satisfaction.     They  are  six  in  number,  all  done  for  prolapse 
with  retroversion.    A  report  on  three  of  these  appeared  in 
the  Birmingham  Medical  Review  for  September,  1894,  and 
when   reporting  them    I  was  in  hopes  that  they  were  all 
cured  permanently,   and  that  the  operation  would  be  no 
hindrance  to  successful  parturition.    They  are  certainly  all 
cured  of  their  prolapse  and  retroversion,  in  none  of  them  is 
there  any  sign  of  recurrence ;  two,  Nos.  10  and  58,  have 
borne  children  successfully,  but  to  one  case  I  was  called  on 
June  ID  last  by  her  doctor  and  found  her   in   a   state  of 
prostration.      She    had    been  in   most  painful   labour  for 
twenty-four  hours  without  any  dilatation  of  the  cervix,  in 
fact  without  any  progress  at  all.    The  cervix  was  so  high  in 
the  pelvis  that  it  was  difficult  to  feel.     Her  condition  did 
not  warrant  any   prolonged   interference,   and  bearing  in 
mind  the  closed  cervix  and  the  possibility  of  adhesions,  we 
decided  to  remove  the  child  by  Caesarean  section.    This  I 
did  in  a  very  few  minutes,  and  found  the  lower  anterior 
surface  of  the  uterus  firmly  adherent  to  the  front  abdominal 
wall  at  the  site  of  the  old  hysteropexy.    The  hysteropexy 
had  been  too  successful,  the  adhesions  evidently  preventing 
proper   contractions  of  the  uterus  and  dilatation   of   the 
cervix.    She  made  a  good  recovery  and  is  now  quite  well. 
After  this  experience  I  do  not  feel  inclined  to  perform 
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abdominal  hysteropexy  on  a  woman  likely  to  become 
pregnant ;  rather  shall  I  in  such  cases  perform  vaginal 
fixation  or  vaginal  hysteropexy  as  I  did  on  case  No.  89. 
C.  T.,  aged  22,  married  three  years,  confined  eighteen 
months  ago,  suffering  from  retroflexion  and  prolapse  which 
caused  her  such  pain  and  discomfort  as  to  render  her  life 
a  burden  to  her.  The  uterus  is  now  in  good  position  and 
causes  her  no  trouble.  I  am  anxious  to  see  how  this  opera- 
tion will  affect  the  course  of  pregnancy.  Will  its  effect  be 
less  harmful  than  ventral  fixation  ?  From  a  communication 
of  Dr.  Macan,  in  the  British  Gynaecological  Journal 
for  last  August,  the  advantages  of  vagino-fixation  do  not 
seem  to  extend  much  beyond  the  maintenance  of  the  uterus 
in  a  good  position,  and  the  influence  of  the  operation  on 
pregnancy  appears  to  have  been  distinctly  unfavourable. 
May  not  this  unfavourable  influence  be  due  to  the  large 
surface  of  adhesion  ?  A  minimum  of  suturing  is  all  that 
is  required  to  keep  the  uterus  anteverted,  therefore  one 
suture  applied  just  above  or  even  at  the  level  of  the  internal 
OS  will  relieve  the  patient,  and  will  not  cause  adhesions  so 
extensive  as  to  interfere  with  the  course  of  pregnancy.  We 
must,  when  we  consider  the  miserable  condition  of  a 
woman  suffering  from  prolapse,  welcome  an  operation 
which  holds  out  a  cure  for  that  condition,  and  at  the  same 
time  make  every  effort  to  improve  it  so  that  it  will  have  no 
influence  for  harm  on  pregnancy.  In  cases  where  the 
prolapse  has  been  complete  or  even  nearly  so,  where  the 
vaginal  walls  have  been  much  overstretched,  then  I  think 
it  advantageous  to  supplement  the  vagino-fixation  with 
bilateral  colporrhaphy  and  possibly  a  perineorrhaphy. 

Myoma. — My  cases  of  myoma  of  the  uterus  are  twenty 
in  number.  The  operations  done  for  them  have  been  as 
follows : — 

Removal  of  appendages 
Hysterectomy  by  the  clamp  ... 
Abdominal  pan-hysterectomy 

Vaginal  hysterectomy 

Exploratory  incisions 


Caies. 

Recovered. 

Died. 

14 

13 

I 

I 

I 

2 

2 

I 

I 

2 

2 
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Before  discussing  the  treatment  of  myoma  of  the  uterus 
I  must  add  to  this  summary  the  important  note  that  the 
two  cases  of  abdominal  pan-hysterectomy  and  the  case  of 
vaginal  hysterectomy  had  previously  had  their  appendages 
removed.     This  note  is  of  great  importance.    On  examining 
the  dates  of  these  operations,  I  find  that  it  was  not  until 
May  20  of    last  year   that  I   performed    abdominal    hys- 
terectomy for  myoma  (I  shall  use  the  word  "  hysterectomy  " 
for  complete  removal  of  the  uterus,  because  in  the  operation 
by  the  clamp  the  removal  is  not  complete,  only  partial) ; 
previously  I  had,  with  one  exception  in  which  I  used  the 
clamp,  removed  the  appendages,  and  in  the  majority  of 
the  cases  the  procedure  succeeded  in  curing  the  patient,  not 
only  arresting  the  haemorrhage  but  distinctly  diminishing 
the  size  of  the  myoma.    Yet,  in  May,  and  again  in  July  of 
last  year  I  had  to  operate  for  a  second  time,  the  operation 
in  both  cases  being   abdominal    hysterectomy,    while    in 
December   I   performed  vaginal  hysterectomy  for  a  small 
myoma  in  the  case  of  a  patient  where  I  had  removed  the 
appendages  three  years  previously  (No.  8  in  the  list).    The 
two  cases  of  abdominal  hysterectomy,  x.^.,  complete  extirpa- 
tion of  the  uterus,  were  as  follows  :— C.  P.,  single,  aged  36, 
had  had  her  appendages  removed  nine  months  previously 
for  a  large  myoma  reaching  nearly  up  to  the  umbilicus  (No. 
67).  .This  operation  was  by  no  means  an  easy  one  owing 
to  the  large  size  of  the  tumour.    For  some  time  she  was 
better,  but  three  or  four  months  previous  to  her  second 
operation  there  was  a  return  of  the  haemorrhage,  and  the 
myoma  was  increasing  in  size.     I  then  performed  a  com- 
plete hysterectomy  by  the  method  of  Martin,  of  Berlin, 
ligaturing  the  broad  ligament  on  each  side  by  successive 
ligatures  from  above  downwards,  cutting  on  the  uterine  side 
of  the  ligatures  until  I  reached  the  level  of  the  internal  os, 
when,  having  divided  the  peritoneum  in  front  of  and  behind 
the  tumour  at  the  level  of  my  lowest  ligature,  I  opened  the 
vagina  in   front  of  and   behind  the  cervix,  ligatured  the 
oterine  artery  on  each  side  and  cut  the  whole  uterus  away. 
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I  carried  the  ligatures  out  through  the  vagina  together  with 
a  small  piece  of  iodoform  gauze.  Her  recovery  was  rapid, 
and  her  medical  attendant,  Dr.  Tunstall,  of  Sutton  Coldfield, 
tells  me  that  she  is  now  well  except  for  a  Httle  occasional 
pain  in  the  lower  part  of  the  abdomen.  The  second  one 
was  in  a  single  woman — S.  T.,  aged  43.  She  had  had  her 
appendages  removed  by  my  colleague,  Mr.  Christopher 
Martin,  three  years  previously  for  a  small  myoma,  after 
which  operation  the  growth  of  the  myoma  and  the  haemor- 
rhage were  arrested,  but  her  pain  persisted,  and  for  the  last 
twelve  months  had  rendered  her  absolutely  useless,  con- 
fining her  for  days  at  a  time  to  her  bed.  I  found,  on 
examining  her,  that  the  myoma  was  about  the  same  size  as 
at  her  first  operation,  and  very  hard.  I  operated  on  July  10 
last  (No.  88),  performing  the  abdominal  hjrsterectomy  in  the 
same  way  as  in  the  previous  case.  She  is  quite  well  now 
and  immensely  grateful  for  the  relief  afforded  her.  I  found, 
besides  an  interstitial  myoma  about  the  size  of  an  orange 
near  the  fundus,  three  small  ones  close  to  the  internal  os. 

In  case  No.  98,  I  performed  vaginal  hysterectomy  for  a 
small  sessile  myoma  growing  from  the  fundus ;  this  case 
also  suffered  from  intense  pain,  constant  and  extending 
throughout  the  whole  pelvic  girdle.  At  present  she  expresses 
herself  as  feeling  that  the  cause  of  the  pain  has  gone  ;  it  is, 
however,  too  soon  to  say  that  her  relief  from  pain  will  be 
permanent.  Complete  extirpation  of  the  uterus  for  myoma  is 
still,  comparatively  speaking,  in  its  trial  stage,  but  from  the 
record  of  cases  published  in  Great  Britain  by  Dr.  Smyly, 
Mr.  Bowreman  Jessett,  Mr.  J.  W.  Taylor,  Mr.  Christopher 
Martin  and  others,  as  also  from  my  own  experience,  I 
cannot  help  thinking  that  for  a  large  myoma  or  a  soft 
fibro-cystic  myoma  it  is  the  best  treatment.  At  present  the 
mortality  of  the  operation  is  slight,  and  although  there  is 
at  first  a  natural  inclination  to  think  that  complete  extir- 
pation exposes  the  patient  to  a  greater  risk  than  removal 
of  the  appendages,  experience  is  teaching  us  the  contrary. 
In  fact,  from  what  I  have  seen  of  these  cases  the  recovery 
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is  rapid  and  runs  a  much  smoother  course  than  after 
oophorectomy.  And  against  this  supposititious  greater 
risk  we  must  place  the  complete  cure,  for  we  do  not 
leave  the  patient  exposed  to  the  possibility  of  requiring  a 
second  operation.  I  would  not,  from  a  limited  experience, 
lay  down  general  principles.  I  would  not  say  that  hysterec- 
tomy, or,  strictly  speaking,  partial  hysterectomy,  by  the 
clamp  with  its  extra-peritoneal  stump  will  never  be  done  ; 
nor  would  I  say  that  hysterectomy  with  the  intra-peritoneal 
stump  (really,  because  it  is  covered  by  peritoneal  flaps  this 
stump  too  is  extra-peritoneal)  will  never  be  done.  1  can 
only  say  that  I  shall  never  do  the  latter,  for  if  the 
myomatous  uterus  can  be  freed  from  its  connections  so 
much  as  to  allow  of  a  stump  being  formed  at  the  level  of 
the  internal  os,  then  it  can  be  removed  entirely.  For  small 
myomata  the  choice  lies  between  vaginal  hysterectomy  and 
removal  of  the  appendages. 

In  two  of  my  cases  of  myoma  (Nos.  42  and  71)  I  had 
diagnosed  "adherent  cystic  ovaries."  In  both  these  there 
was,  extending  back  for  some  years,  a  history  of  severe  pre- 
menstrual and  menstrual  pain,  and  continual  bearing-down 
pain.  On  examination  a  mass  could  be  felt  in  Douglas' 
pouch,  tender  to  the  touch  and  moving  with  the  uterus.  I 
only  found  at  the  time  of  operation  that  1  was  treating 
a  small  myoma  in  addition  to  removing  thickened  and 
occluded  tubes  with  cystic  ovaries.  I  believe  that  pain  is 
almost  a  constant  symptom  of  a  small  myoma,  and  that 
chronic  salpingo-oophoritis  is  a  frequent  accompaniment, 
consequently  it  will  sometimes  happen  that  an  exact 
diagnosis  may  not  be  made.  The  treatment  by  removal 
of  the  appendages  is  equally  right  for  both  conditions. 

Cystoma  of  Ovary, — My  cases  of  ovariotomy  for  cystoma 
amount  in  the  above  list  to  fifteen,  and  all  made  a  good 
recovery,  but  I  cannot  let  the  recording  of  these  cases  pass  ' 
without  referring  in  detail  to  some  of  them.    The  first  one 
of  interest  is  No.  12.    Her  history  is  as  follows  : — 

S.  L.,  aged  64 ;  has  had  thirteen  children.     She  men- 
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stniated  regularly  till  her  menopause  twelve  years  previous 
to  my  seeing  her  on  January  2,  1894.  She  had  not  noticed 
till  a  few  weeks  ago  that  she  was  getting  larger  in  the 
abdomen,  and  then  her  attention  was  only  called  to  it  by 
a  sudden  attack  of  acute  pain,  from  the  onset  of  which  to 
my  seeing  her  she  had  suffered  intense  pain,  with  fever  and 
profuse  night  sweatings.  On  examining  her  I  found  a 
large  fluctuating  tumour  in  the  abdomen,  reaching  to 
within  an  inch  of  the  costal  arch,  especially  prominent  on 
the  right  side,  extremely  tender  to  the  touch,  and  a  thrill 
could  be  felt  over  parts  of  it.  Temperature  100°;  pulse  no. 
I  diagnosed  a  "suppurating  ovarian  cyst"  and  advised 
immediate  operation  in  spite  of  her  condition,  as  I  felt 
that  the  longer  the  delay  the  worse  it  would  become.  On 
January  4  I  operated  and  removed  a  large,  universally 
adherent  ovarian  cyst,  multilocular,  the  loculi  filled  with  a 
bloody  purulent  fluid,  the  whole  cyst  twisted  tightly  at  its 
pedicle.  I  quickly  washed  out  the  large  cavity  which  had 
been  occupied  by  the  cyst  and  put  in  a  glass  drainage  tube. 
At  7  p.m.  on  the  same  night  her  pulse  was  over  140,  her 
temperature  103*6°.  I  gave  her  champagne,  small  quantities 
at  frequent  intervals  till  her  pulse  came  down  to  112,  and 
her  condition  of  extreme  collapse  l^d  improved.  It  was  not 
till  over  a  week  that  her  pulse  fell  below  100.  Except  for 
this  she  did  well.  The  tube  was  removed  on  the  second 
day ;  no  distension  or  trouble  in  opening  the  bowels.  She 
got  up  on  January  25,  three  weeks  after  the  operation,  and 
is  now  quite  well. 

Another  interesting  case  is  No.  27.  J.  H.,  aged  38. 
First  seen  January  9,  1894.  Menstruated  regularly  till  four 
months  before,  not  at  all  since.  Had  noticed  a  swelling  in 
the  abdomen  for  the  last  three  or  four  months,  and  had  had 
severe  pain  for  the  last  two  weeks.  She  was  a  thin,  anxious- 
looking  woman.  Abdomen  distended  up  to  the  costal  arch ; 
well  marked  thrill,  alteration  of  level  of  dulness  on  altera- 
tion of  position.  On  deep  palpation  a  firm  knobby  tumour 
about  the  size  of  a  full   term  foetus  could  be  felt,  very 
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movable  and  painful.  My  diagnosis  was  ovarian  cyst  and 
ascites.  At  the  operation  I  found  the  peritoneal  cavity 
filled  with  a  thick  yellowish  fluid,  and  a  large  multilocular 
ovarian  cyst  detached  from  below,  deriving  all  its  nutrition 
from  its  attachment  to  the  great  omentum  just  below  the 
stomach.  The  whole  of  the  peritoneum,  especially  in  the 
pelvis,  was  studded  with  small  papillomatous  growths.  She 
quickly  recovered  and  for  a  time  seemed  to  *'pick  up"  as 
she  expressed  it,  but  in  a  few  months  the  abdomen  filled 
again,  she  lost  flesh  rapidly,  and  died  from  ascites  due  to 
malignant  papilloma  of  the  peritoneum. 

Another  interesting  case  is  No.  44,  where  I  was  called 
by  the  medical  attendants,  Drs.  Tyler  and  Bert  Jordan,  on 
December  19,  1894.  ^  They  had  only  been  summoned  the 
previous  day.     The  history  was  as  follows  : — 

H.  S.,  aged  23,  married  three  years  ;  one  child,  fourteen 

months  old.     Regular  since  confinement  except  for  the  last 

three  months,  during  which  she  had  menstruated  every  two 

or  three  weeks,  losing  too  much  each  time  and  suffering 

great  pain.     She  was  in  a  state  of  low  muttering  delirium, 

sordes  on  the  lips  and  gums,  tongue  brown  and  dry ;  pulse 

120,  temperature  102^     She  lay  on  her  back  with  her  knees 

drawn  up  nearly  to  the  abdomen,  which  was  very  large  and 

especially  prominent  towards  the  left  side.    The  swelling 

was  very  tense  and  had  a  well-marked  thrill ;  the  slightest 

pressure  upon  it  caused  her,  even  in  her  delirious  condition, 

to  cry  out.     I  gathered  that  the  abdomen  had  been  getting 

larger  for  four  or  five  months,  but  only  for  the  last  few  days 

had  been  intensely  painful.    She  was  in  no  condition  to 

stand  removal  to  the  hospital,  so  I  had  to  operate  in  a  very 

small  room  of  a  two-roomed  cottage.    On  December  20, 

the  day  after  I  first  saw  her,  I  removed  a  large  suppurating 

ovarian  cyst.     In  spite  of  her   condition  at  the  time  of 

operation  and  her  surroundings  she  made  the  most  rapid 

recovery  I  have  ever  witnessed  ;  her  temperature  was  normal 

on  the  first  day  after  operation,  and  never  rose  again  above 

99'2^    I  had  the  greatest  difficulty  in  persuading  her  to  stop 
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in  bed  after  a  week.     I  believe,  however,  that  this  patient 
would  have  survived  any  operation,  for  she  made  an  equally 
rapid  recovery  after  a  second,  performed  on  November  19, 
1895 — less  than  twelve  months  after  the  first.    This  second 
operation  was  done  at  the  Birmingham  Hospital  for  Women^ 
and  consisted  in  the  removal  of  a  large  multilocular  cyst, 
having  no  definite  pedicle  below,  but  universally  adherent. 
The  adhesions  to  the  under  surface  of  the  mesentery  and 
to  the  coils  of  small  intestine  were  so  strong  that  1  had  to 
leave  portions  of  the  cyst  wall  behind,  the  haemorrhage  from 
which    I   stopped   by  Paquelin's   cautery.     This   cyst  was 
different  from  the  first  one  removed,  in  that  the  loculi  were 
much  smaller  and  filled  with  thick  colloidal  matter,  and 
altogether  there  was  more  solid  tissue  than  in  the  first.    It 
had  grown  very  rapidly,  and  doubtless  was  the  precursor  of 
a  third  growth  which  came  in  another  two  or  three  months, 
which  an  exploratory   incision   revealed  to  be  a  sarcoma 
completely   imbedded  in  and   united  with   coils   of  small 
intestine.     This  third  one  killed  her  three  months  after  the 
third  operation. 

The  other  cases  of  ovarian  cyst,  with  the  exception  of 
two  or  three  with  twisted  pedicles,  present  nothing  special. 

Chronic  Salpingo-oophoritis. — My  cases  of  chronic  sal- 
pingo-oophoritis  include  cases  varying  from  very  distended 
and  occluded  tubes  with  cystic  ovaries  all  united  into  one 
mass  and  firmly  adherent  to  suiTOunding  structures,  to  tubes 
simply  thickened  and  occluded  with  few  adhesions.  Some 
of  them  therefore  involved  an  operation  of  difficulty,  others 
of  no  difficulty.  They  are  fourteen  in  number,  and  nine  of 
them  had  a  history  of  an  old  attack  of  gonorrhoea.  They 
all  recovered,  and  are  alive  and  well  at  the  present  time. 
Some  of  them,  though  recovering  quickly  from  the  opera- 
tion, were  some  months  before  being  free  from  pain  and 
excessive  loss  on  menstruation.  This  was  probably  due  to 
some  portion  of  ovarian  tissue  being  left  behind,  for  it  is  in 
these  cases  that  it  may  be  most  difficult  to  effect  a  complete 
removal  of  the  ovary.     While  speaking   of   these  cases  of 
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chronic  salpingo-oophoritis,  I  should  like  to  refer  to  No.  84, 
from  whom  I  removed  a  fibroma  of  the  ovary  by  vaginal 
coeliotomy.     I  refer  to  it  here  because  the  operation  that  I 
then  did  impressed  upon  me  the  possibility,  in  suitable  cases, 
of  removing  the  appendages  for  chronic  salpingo-oophoritis 
through  the  vagina.    The  ovarian  fibroid  was  in  a  young 
woman,  aged  22,  a  patient  of  Dr.  Shillito  of  Handsworth. 
She  had  suffered  from  the  most  intense  pain  at  her  menstrual 
periods  for  nearly  a  year,  pain  unrelievable  by  any  form  of 
treatment.     On  examining  her  I  found  a  small  hard  mass  in 
the  pouch  of  Douglas,  adherent  to  the  back  and  side  of  the 
uterus,  from  which  it  could  easily  be  distinguished  bimanu- 
ally.    The  uterus  was  retroflexed.     I  thought  that  the  lump 
was  a  cystic  ovary,  which  I  decided  to  try  and  get  out  by  a 
x-aginal  coeliotomy,  ignipuncture  it  and  return  to  its  place  ; 
finally  to  do  a  vaginal  fixation,  thus  relieving  her  without 
placing   her  under  the  necessity  of   wearing  a  belt.     But 
when  I  came  to  operate  on  her  on  May  15,  1896,  at  which 
operation   Drs.  Shillito,   Martin   Young  and  Barber  were 
present,  I   found  after  bringing  the  fundus  of  the  uterus 
into  the  vagina,  that  the  right  ovary  was  larger  than  I  had 
anticipated,  larger  than  a  tangerine  orange,  very  hard  and 
adherent.     It  was  impossible  to  bring  it   into  the  vagina 
while  the  opening  was  so  largely  blocked  up  by  the  body  of 
the  uterus.     I  separated  the  adhesions  as  much  as  1  could, 
returned  the  uterus  into  the  abdomen,  and  while  my  assis- 
tant pushed  it  away  to  the  left  side  I  managed  to  pull  the 
ovarian  fibroid  into  the  vagina  and  to  remove  it  after  liga- 
turing the  pedicle.     I  completed  the  operation  by  vagino- 
fixation.   She  is  now  at  her  work,  free  from  pain  and  under 
no  necessity  of  wearing  a  belt.     I  am  in  hopes  that  this 
operation  is  a  forerunner  of  others,  and  that  I  may  be  able 
to  treat  some  of  the  cases  of  salpingo-oophoritis  by  the  same 
method.     I   believe  that  this  method  has  advantages  over 
aMominal  coeliotomy  in  that  drainage  is  more  perfect  and 
there  is  no  weakening  of  the  abdominal  wall.     Since  last 
December  I  have  removed  by  vaginal  coeliotomy  the  appen- 
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dages  in  a  case  of  old  gonorrhoea.  The  tubes  were  thickened, 
dilated  and  occluded  at  their  abdominal  ends,  in  addition  to 
which  both  ovaries  were  enlarged,  cystic,  and  very  adherent 
to  the  tubes  and  the  back  of  the  broad  ligament,  the  right 
ovary  in  particular  having  a  cyst  nearly  as  large  as  an 
orange,  the  contents  of  which  I  let  out  by  puncturing  it  with 
the  scalpel.  The  patient  made  a  good  recovery.  In  this 
case  too  I  found  it  a  great  advantage  to  push  the  uterus 
upwards  and  to  one  side  while  I  was  removing  the  appen- 
dages of  the  opposite  side. 

Pyosalpinx    and    Tuba-ovarian  Abscess.  —  My    cases    of 
pyosalpinx  and  tubo-ovarian  abscess  are  ten   in  number, 
two  of  them  being  conjoined  with  myoma.    One  (No.  74) 
died  suddenly  six  days  after  the  operation.     She  had  a 
large    left    pyosalpinx,    densely    adherent    to    the    rectum 
behind,  to  the  uterus  at  the  side,  and  to  the  bowel    and 
mesentery  above.     It  was  with  the  greatest  difficulty  that 
I  removed  it.    She  went  on  very  well  for  four  days,  when 
she   got    some    slight    distension    which    went    down    on 
free  movement  of  the  bowels,   but  on  the  sixth  day   she 
suddenly  sank.    The  pathologist's  report  was  to  the  eflfect 
that  there  was  a  recent  perforation  of  the  upper  part  of  the 
rectum.    All  the  other  cases  made  a  good  recovery.    One, 
however,  a  case  of  tubo-ovarian  abscess  (No.  34),  although 
recovering  from  the  operation  could  not  be  said  to  be  cured, 
and  in  fact  she  figures  again  in  the  list  as  No.  99.     Her 
history  is  as  follows  : — Notes  of  September  3,  1894,  are  to 
this  effect.     E.  A.,  aged  42 ;   married  twenty-four  years ; 
four  children.    Menstruation  regular  till  two  years  ago,  since 
when  she  has  been  losing  far  too   much  and  too  often. 
Great  pain  in  the  lower  part  of  the  abdomen,  especially  for 
two  days    preceding    menstruation.      Severe    haemorrhage 
since  August  31,  ue,,  for  the  last  three  or  four  days.    On 
examination   I    found  a  small  pedunculated  polypus  pro- 
truding from  the  os  uteri ;  this  I  removed  and  so  stopped  the 
haemorrhage  for  which  she  had  consulted  me.    As  her  pain 
pei*sisted  and  even  increased,  I  saw  her  again  at  the  beginning 


One  Hundred  Cases  of  Abdominal  Section.     219 

of  the  next  October  in  consultation  with  Dr.  Kirby.    On 

examination  I  found  the  uterus  very  slightly  movable,  hard 

to  the  feel ;  behind  and  to  the  right  of  it  was  a  large  mass, 

tender,  more  movable  than  the  uterus,  and  elastic ;  on  the 

left  side  a   tender   indistinct   swelling  could    be    felt.      I 

diagnosed  double  tubo-ovarian  abscess.    On  October  9  I 

operated  and  removed  from  a  dense  mass  of  adhesions  a 

right  tubo-ovarian  abscess.      The  haemorrhage    from  the 

separated  adhesions  was  so  great  that  I  had  to  pack  tightly 

with  iodoform  gauze  to  arrest  it.    The  left  appendages  were 

thickened  and  inflamed,  but  were  so  adherent  that  I  could 

not  remove  them.     I  left  the  iodoform  gauze  packing  for 

torty-eight  hours,  and  then  substituted  for  it  a  rubber  tube. 

Although  she  recovered,  the  pain  on  the  left  side  soon  came 

back,  and  for  the  last  twelve  months  she  has  menstruated 

every  three  weeks,  suffering  great  pain  and  losing  too  much 

each  time.     I  decided  on  her  re-admission  to  try  to  remove 

the  uterus  and  so  relieve  her  of   her  intense   menstrual 

sufiering.     I  operated  on  December  19  last,  and  on  oi>ening 

the  abdomen   I   found  the  omentum  and  small  intestine 

.idherent  to  the  back  of  the  bladder,   but  separating  the 

adhesions  I  worked  my  way  down  to  the  bottom  of  the 

pelvis.    Here  I  found  the  fundus  of  the  uterus  rigidly  fixed 

in  retroversion  and  imbedded  in  a  dense  mass  of  adhesions 

in  Douglas'  pouch.      With  difficulty  I  freed  the  anterior 

surface  and  fundus.     I  then  opened  the  utero-vesical  pouch 

of  peritoneum  from  the  vagina,  pulled  the  fundus  of  the 

uterus  into  the  vagina,  and  cut  the  entire  organ  out  of  a  bed 

of  dense  fibrous  tissue,  partly  ligaturing  and  partly  clamping 

what  was  the  broad  ligament  on  each  side.     In  doing  this 

1  had  the  invaluable  assistance  of  my  colleagues,  Mr.  J.  W. 

Taylor  and  Mr.  C.  Martin.    As  this  had  taken  me  two  hours 

and  the  patient  was  suffering  severely  from  shock,  I  did  not 

^^2^y  to  do  a  radical  cure  for  the  ventral  hernia  from  which 

she  was  suffering,  but  put  her  back  to  bed  after  suturing  up 

the  abdominal  incision  and   draining  through  the  vagina 

^'ith  iodoform  gauze.    She  promptly  recovered,  and  says 
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she  feels  free  from  pain.  I  have  only  now  to  treat  her 
ventral  hernia,  when  I  hope  she  will  be  permanently  cured. 

I  have  narrated  this  case  m  detail  because  I  believe  that 
hysterectomy  holds  out  a  prospect  of  cure  in  cases  of  long- 
standing, intractable  pelvic  inflammation. 

Carcinoma  Uteri. — My  cases  of  vaginal  hysterectomy  for 
cancer  are  too  few  and  too  recent  to  give  any  judgment  or 
them.  The  first  was  done  over  twelve  months  ago  and 
shows  no  sign  of  recurrence  ;  the  second  was  one  mass  o! 
cancer  from  the  external  os  to  the  fundus,  so  much  so  thai 
my  difficulty  was  in  getting  the  vulsellum  forceps  to  hold  at 
all ;  fortunately  both  broad  ligaments  were  free  from  the 
growth,  so  that  I  was  able  to  keep  quite  clear  of  the  disease 
with  my  ligatures.  It  was  done  on  December  20  last,  and 
she  is  now  going  about  her  work  feeling  quite  well. 
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Date. 


S/8/93   ... 

25/9/93... 

26/9/93 

2/10/93... 

20/10/93 

30/10/93 


I 

7  ;5/"/93... 

8  I  16/11/93 

9  j  22/11/93 

10!  5/12/93... 
II     14/12/93 


Age. 


*3 
M 
"5 

16 
»7 

18 
19 


21 

22 

23 

24 

25 
26 


4/10/94..- 

23/i/94 ... 

8/2/94  ... 

14/2/94.." 

7/3/94   ... 
4/4/94   .. 

4/4/94  .. 
20/4/94.. 

24/4/94.. 

1/5/94  .. 
11/5/94.. 

25/5/94.. 

29/5/94.. 

5/6/94  .. 
14/6/94.. 


27  I  19/6/94. 

28  129/6/94. 

29  •  1/7/94  . 


30,22/8/94. 
I 

31  .  25/8/94 . 

32  3/9/94  . 


F.  P. 

E.C 
K.H. 
C.  S. 
M.S. 
S.  R. 

E.R. 

S.  D. 

A.C. 

E.  R. 
E.  D. 

S.  L. 

E.W. 

E.C 

L.B. 

M.H. 

A.N. 

H.B. 
CJ. 

cw. 

A.M. 

A.C. 

V.G. 

E.  R. 

E.M. 
E.  A. 

J.H. 

M.D. 
E.A. 


J.J. 

H.C. 
R.M. 


29 


72 
60 

23 

29 

56 

36 

35 
30 

64 
26 

24 
24 


M. 

M. 

S. 
M. 
M. 
M. 

M. 

M. 

M. 

M. 
M. 

M. 

M. 
M. 

S. 


Opeiatioo. 


24 

30 

M. 
M. 

s 

M. 

M. 

63 

M. 

34 
34 

M. 
M. 

22 

M. 

49 

M. 

26 
32 

M. 
M. 

38 

M. 

29 
56 

M. 
M. 

30 

M. 

28 
36 

M. 
M. 

Chronic     salpingo- 

oophoritis 
Cystoma  of  ovary  ... 
Cystoma  of  ovary  ... 
Cystoma  of  ovary  ... 
Cystoma  of  ovary  ... 
Tubercular  abscess  of 

mesentery 
Myoma  uteri 

Myoma  uteri 

Double  pyosalpinx  ... 

Prolapsus  uteri 
Carcinoma  recti  and 

pregnancy 
Suppurating  cystoma 

01  ovary 
Myoma  uteri 

Myoma  with  pyosal- 
pinx 
Hydronephrosis 

Prolapsus  uteri 
Myoma  uteri 

Prolapsus  uteri 
Myoma  uteri 

?  Tumour  of  mesen- 
tery 

Appendicitis 

Chronic  salpingo- 
oorphoritis 

Pyosalpinx 

Double  hydrosalpinx 

Tubal  abortion 
Tubercular  salpingitis 

and  peritonitis 
Transplanted  ovarian 

cyst 
Cystoma  of  ovary  ... 
Malignant  disease  of 

peritoneum      with 

ascites 
Chronic     salpingo- 

oophoritis 
Ventral  hernia 
Cystoma  with  twisted 

pedicle 


Removal   of  append- 
ages 

Ovariotomy 

Ovariotomy 

Ovariotomy 

Ovariotomy 

Incision  and  drainage 

Removal  of  append- 
ages 

Removal  of  append- 
ages 

Removal  of  append- 
ages 

Hysteropexy 

Porro's  operation    ... 

Ovariotomy 

Removal  of  append- 
ages 

Removal  of  append- 
ages 

Abdominal  nephrec- 
tomy 

Hysteropexy 

Removal  of  append- 
ages 

Hysteropexy 

Hysterectomy  by  the 
clamp 

Exploratory  incision 

Removal  of  appendix 

Removal  of  append- 
ages 

Removal  of  append- 
.ages 

Removal  of  append- 
ages 

Removal      

Removal  of  append- 
ages 

Removal 

Ovariotomy 

Incision  and  drainage 


Removal  of  append- 
ages 

Radical  cure 

Ovariotomy 


R. 

R. 
R. 
R. 
R. 
R. 

D. 

R. 

R. 

R. 
R. 

R. 

R. 

R. 

D. 

R. 
R. 

R. 
R. 

R. 

R. 

R. 

R. 

R. 

R. 
R. 

R. 

R. 
R. 


R. 

R. 

K. 


1  R.  =  recovered.    D.  =  died. 
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No. 


33 

34 

n 

39 

40 
41 
42 

43 


45 

46 

47 
48 

49 

50 
51 
52 
53 

54 
55 

56 
57 

58 
59 
60 
61 

62 

64 
65 

66 
67 

68 


Date. 


4/10/94-. 

9/10/94 ... 

iS/>o/94 

16/10/94 

ao/io/94 
27/10/94 

5/1 1/94... 

ao/n/94 
20/11/94 

S/12/94... 

10/12/94 

ao/12/94 

20/12/94 

2I/I/95... 

25/t/95 
1/2/95 

1 1/2/95 

13/2/95 
21/2/95 
26/2/95 
27/2/95 

i/3/95 

19/4/95 

25/4/95 
26/4/95 

27/4/95 
4/5/95 
4/5/95 
X  5/6/95 

1/7/95 
1/7/95 
3/7/95 
17/7/95 

17/8/95 
13/8/95 

16/9/95 . 


Initiali.  Age. 


E.  P. 

E.A. 
S.  C 
S.J. 

E.R. 
E.  P. 

C.  P. 

A.C 
N.I. 
J.G. 

A.  B. 

H.S. 

A.D. 

E.J. 

E.C. 
H.  B. 

E.  S. 

F.  P. 
A.  J. 
H.C. 
E.C. 

A.  R. 
CM. 

A.C. 
M.H. 

E.  S. 
A.W. 
T.H. 
E.  M. 

H.  P. 

A.  A. 
F.W. 
M.P. 

B.  N. 

C.  P. 

A.R. 


5S6 


Disease. 


Chronic     salpingo- 

oophoritis 
Tubo-ovarian  abscess 
Papilloma  of  ovary... 
Chronic    salpingo- 

oorphoritis 
Myoma  uteri 
Myoma  uteri 

Myoma  uteri 

Pyosalpinx 

Hydatid  of  liver 
Myoma  and  chronic 

sa1pin^o-o6rphoritis 
Ch  r  o  n  i  c    salpingo- 

oorphoritis 
Suppurating    ovarian 

cyst 
Myoma        

Myoma         

Ventral  hernia 
Acute    suppurative 

peritonitis 
C3fstoma  with  twisted 

pedicle 
Ventral  hernia 
Protapnis  uteri 
Ventral  hernia 
Chronic   s^pingo- 

o5phoritis 
Prolapsus  uteri 
Chronic    salpingo- 

oSphoritis  I 

Acute  peritonitis     . . . 
M]roma        

Prolapsus  uteri 

Cystoma  of  ovary  ... 

Umbilical  hernia     ... 

Myoma  and  chronic 
salpingo-oophoritis 

Ventral  hernia 

Right  ovarian  cystoma 

Tubercular  pentonitis 

Chronic  salpingo- 
oophoritis 

Left  cystoma  of  ovary 

Myoma        

Left  ovarian  cystoma 


Operation. 


S 


Removal  of  append- 
ages 

Removal 

Removal 

Removal  of  append- 
ages 

Exploratory 

Removal  of 
ages 

Removal  of 
■«« 

Incision  and 

Removal 

Removal  of 
ages 

Removal  of 
ages 

Ovariotomy . 


append- 

append- 

drainage 

append 

append' 


Removal  of  append' 
ages 

Removal  of  append- 
ages 

Radical  cure 

Incision  and  drainage 

Ovariotomy 


Radical  cure 
Hysteropexy 
Radical  care 
Removal  of 

ages 
Hysteropexv 
Removal  of 

ages 
Incision  and 
Removal  of 

ages 
Hysteropexy 

Ovariotomy , 

Radical  cure 
Removal  of  append- 

ages 
Radical  cure 

Ovariotomy 

Incision  and 
Removal  of 


append- 


append- 

drainage 
append- 


drainage 
append- 


ages 
Ovariotomy . 
Removal  of 

Ovanotomy 


append- 


R. 
R. 

R. 

R. 
R. 

R 

R. 

R. 
R. 

R. 

R. 


R. 
R. 
R. 
R. 

R. 
R. 

R. 
R. 

R. 
R. 
R. 

R. 

R. 
R. 
R 
R. 

R. 

R. 


R.  =  recovered.    D.  «=  died. 
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1 

No.. 

Date. 

Inidals. 

Age. 

^'1 

Disease. 

Operation. 

1 

69:28/9/95... 

il 

32 

M. 

Left  ovarian  cystoma 

Ovariotomy 

R. 

70  ,  I9/II/95 

24 

M. 

Cystoma       

Myoma  and  chronic 

Removal 

R 

71     20/11/95 

S.P. 

36 

M. 

Removal  of  append- 

R. 

1 
72     22/11/95 

C.H. 

58 

M. 

salpingo-oophoritis 
Ventral  hernia 

Radical  cure 

R. 

73    26/11/95 

E.  A. 

32 

M. 

Ventral  hernia 

Radical  cure 

R. 

74    30/11/95 

M.J. 

42 

M. 

Pyosalpinx 

Removal      

D. 

75  1  20/12/95 

M.A. 

46 

M. 

Va^nal  hysterectomy 

R. 

76    23/12/95 

A.N. 

53 

M. 

Ascites  (?  malignant) 
Left  chronic  salpingo- 

Incision  and  drainage 

R. 

77 

23/12/95 

S.  R. 

32 

M. 

Removal  of  left  ap- 

R. 

oophoritis 

pendages 

78 

9/1/96    ... 

A.  L. 

34 

M. 

Ventral  hernia 

Radical  cure 

R. 

79 

24/2/96... 

S.  S. 

34 

R. 

Chronic   salpingo- 

Removal  of  append- 

R. 

So 

9/3/96    ... 

M.B. 

50 

M. 

oophoritis 

Umbilical  hernia     ... 

ages 
Radical  cure 

R. 

81 

2I/3/Q6... 

B.  D. 

28 

M. 

Cystoma  of  ovary     . . . 

Ovariotomy 

R. 

82 

10/4/96... 

A.M. 

34 

M. 

Pyosalpinx 

Removal      

R. 

83 

15/4/96... 

E.T. 

27 

M. 

Acute     suppurative 

peritonitis 
Fibroid  of  right  ovary 

Incision  and  drainage 

R. 

84 

IS/5/96... 

E.  C. 

22 

S. 

Removal  by  vaginal 
cseliotomy 

Abdominal   hysterec- 
tomy 

Removal  of  append- 

R. 

85 

20/5/96... 

C.  P. 

36 

S. 

Myoma         

R. 

86 

S/6/96  ... 

ICB. 

32 

M. 

Chronic  salpingo- 

R. 

oophoritis 

ages 

87 

10/6/96... 

M.H. 

26 

M. 

Labour  in  old  hystero- 

Caesarean section*  ... 

R. 

88 

10/7/96... 

S.  T. 

43 

S. 

pexy 
Myoma         

Abdominal   hysterec- 
tomy 
Vaginal    hysteropexy 

R. 

89 

11/7/96... 

C.T. 

22 

M. 

Prolapsus  uteri 

R. 

90 

14/7/96... 

T.W. 

33 

M. 

Ruptured  tubal  preg- 

Removal      

R. 

91 

»/7/96... 

E.  S. 

24 

M. 

Inversion  of  uterus ... 

Vaginal     coeliotomy, 
incision  of    uterus 
and  reduction 

R. 

9i 

29/7/96... 

L.G. 

38 

M. 

Myoma    and  pyosal- 

Incision (exploratory) 

R. 

93 

29/7/96... 

A.  P. 

34 

M. 

pinx 
Pyosalpinx 

Removal  of  append- 

R. 

94 

4/9/96  ... 

E.  H. 

31 

M. 

Tubal  abortion 

ages 
Removal       

R. 

95 

15/9/96... 

H.  P. 

36 

M. 

Myoma        

Removal  of  append- 

R. 

96 

24/9/96... 

Ji. 

51 

M. 

Pyosalpinx 

ages 
Incision  and  drainage 

R. 

97 

2S/11/96 

33 

M. 

Calculous     pyone- 

Abdominal   nephrec- 

R. 

phrosis 

tomy 

98 

4/12/96... 

S.  D. 

57 

M. 

Myoma  uteri 

Vaginal  hysterectomy 

R. 

99 

19/12/96 

E.A. 

45 

M. 

Chronic  tubo-ovarian 
inflammation    and 
perimetritis 

Cancer  of  uterus 

Vaginal  hysterectomy 

R. 

10 

0  20/12/96 

F.A 

56 

M. 

Vaginal  hysterectomy 

R. 

1  R.  =  recovered. 
3  Child  living. 


died. 
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On  the  Use  of  Nitrous  Oxide  Gas  and  Oxygen   ix 
Minor  GvNiECOLOGiCAL  Operations. 

By  H.  Bellamy  Gardner,  M.R.C.S.Eng.,  L.R.C.P.Lond. 

Assistant  Anas  the tist  to  Charing  Cross  Hospital^ 
Anasthetist  to  the  Male  Lock  Hospital, 

A  SAFE  anaesthetic  agent,  which  will  rapidly  produce 
unconsciousness  with  muscular  relaxation  and  leave  behind 
it  no  after-effects  whatever,  is  greatly  needed  at  the  present 
time  for  those  minor  surgical  procedures  which  are  every 
day  becoming  more  necessary  in  gynaecological  practice. 

Chloroform  has  a  mortality  of  at  least  i  in  2,500  adminis- 
trations, and  leaves  the  patient  unfit  to  resume  her  ordinary 
occupations  or  be  moved  from  the  operating  couch  for  a 
considerable  interval  after  its  inhalation. 

The  A,C.E.  mixture  shares  these  disadvantages,  though  iU 
death  rate  is  only  half  that  of  chloroform,  being  i  in  5,000 
administrations. 

Ether  and  Gas  and  Ether  produce  some  feeling  of  malaise 
and  transient  mental  disturbance,  though  ether  has  the  great 
advantage  of  being  quite  five  times  safer  than  chloroform, 
with  a  mortality  of  less  than  i  in  13,000  cases. 

Nitrous  Oxide  Gas  has  a  hardly  appreciable  mortality 
per  se,  but  the  muscular  rigidity  which  is  present  during  the 
anaesthesia,  owing  to  an  underlying  asphyxial  factor  (due  to 
insufficient  oxygenation  of  the  blood),  even  when  a  few 
breaths  of  air  are  admitted  occasionally,  renders  it  unsuitable 
for  examinations  of  the  pelvis  or  abdomen. 

We  have,  however,  of  late  years  been  introduced  to  a 
portable  apparatus  invented  by  Dr.  Frederic  Hewitt  for  the 
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purpose    of  adding  small    and    regulated    percentages  of 
oxygen  to  the  nitrous  oxide  gas. 

By  this  admixture  of  oxygen,  nitrous  oxide  gas  is  con- 
verted from  an  "  irrespirable  "  into  a  "  respirable  "  inhalation 
for  the  following  reasons  : — 

Nitrous  oxide  gas  alone  has  powerful  anaesthetic  pro- 
perties, and  when  absorbed  into  the  blood  is  carried  in  loose 
chemical  combination  with  the  haemoglobin  of  the  red 
corpuscles.^  It  displaces  the  oxygen  of  the  haemoglobin, 
but  itself  gives  up  no  oxygen  to  the  tissues,  and,  after  com- 
pleting the  systemic,  circulation  is  exhaled  again  unchanged 
as  nitrous  oxide  gas.  This  physiological  phenomenon  pro- 
duces, therefore,  after  fifteen  to  twenty-five  respirations  of 
the  pure  gas,  a  condition  of  oxygen  starvation,  with  the 
resulting  clinical  asphyxial  symptoms  of  irregular  breathing, 
cyanosis,  and  jactitation. 

At  this  point  anaesthesia  is  complete,  not  because  the 
patient  is  somewhat  asphyxiated,  but  because  of  the  potent 
anaesthetic  influence  of  the  gas  upon  the  whole  nervous 
system  when  carried  to  it  by  the  blood.  The  asphyxial 
symptoms  due  to  oxygen  starvation,  however,  render  it 
necessary  to  remove  the  face-piece  and  allow  the  patient 
some  breaths  of  fresh  air. 

Unfortunately,  the  concurrent  admission  of  quantities 
o{  air  sufficient  to  abolish  these  asphyxial  manifestations 
and  furnish  the  blood  with  oxyhaemoglobin,  so  greatly 
weakens  the  anaesthetic  inhalation  by  admitting  a  large 
proportion  of  inert  nitrogen  (four  parts  to  one  of  oxygen), 
that  imperfect  anaesthesia  is  the  result. 

In  Dr.  Hewitt's  apparatus,  by  the  provision  of  pure 
oxygen  (admitted  through  small  holes  from  a  second  india- 
rubber  bag  attached  to  that  containing  the  nitrous  oxide) 
the  needful  10  to  15  per.  cent,  of  oxygen  can  be  inhaled, 
whilst  the  remaining  85  to  90  per.  cent,  of  tidal  gas  is  the 
pure  anaesthetic  nitrous  oxide. 


Kirke's  "  Physiology,"  p.  97,  12th  edition. 
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By  the  proper  management  of  this  mixture  a  tranquil 
anaesthesia  of  several  minutes'  duration  can  be  obtained  with 
the  face-piece  continually  applied,  and  the  four  desirable 
properties  of  safety^  rapid  unconsciousness^  muscular  relaxa- 
tion, and  freedom  from  after-effects,  are  secured  for  the  per- 
formance of  the  surgical  procedure  and  the  benefit  of  the 
patient. 

That  nitrous  oxide  gas  and  oxygen  is  a  perfectly  respirable 
mixture,  and  a  useful  one  under  many  conditions,  even  for 
the  more  severe  operations  if  occasion  require,  1  have 
abundantly  proved  at  Charing  Cross  Hospital,  where  I  have 
maintained  anaesthesia  in  the  operating  theatre  during  the 
excision  of  a  varicocele  lasting  fourteen  minutes,  the 
incision  and  thorough  scraping  of  a  tubercular  abscess  in 
the  neck  lasting  six  minutes,  the  examination  of  hip-joints 
lasting  several  minutes  each,  the  dilatation  of  urethral  stric- 
tures by  bougies,  and  in  numerous  other  suitable  cases. 

Dr,  Hewitt  has  maintained  an  anaesthesia  lasting  twenty- 
four  minutes,  while  an  extensive  exploration  of  the  left  hip- 
joint,  which  involved  four  incisions,  was  being  performed. 

In  gynaecology  I  have  had  the  opportunity  of  using  this 
anaesthetic  during  the  procedures  described  below  : — 

Illustrative  Cases. — (i)  A  lady  had  a  large  abscess  in  the 
right  breast  a  month  after  her  confinement.  She  was  in 
fairly  good  health  and  was  nursing  the  child  at  the  other 
breast.  The  surgeon  told  me  the  operation  would  not  be  a 
long  one,  so  I  chose  gas  and  oxygen  as  the  anaesthetic 
A  three  inch  incision  was  made,  the  whole  cavity  was 
thoroughly  curetted  and  swabbed  with  strong  antiseptics; 
it  was  subsequently  partly  sewn  up  and  drained  with  iodo- 
form gauze.  For  seven  minutes  the  patient  was  kept 
quietly  snoring  under  gas  and  oxygen,  of  a  good  colour 
and  perfectly  flaccid ;  she  awoke  half  a  minute  after  removal 
of  the  face-piece  and  apologised  for  going  to  sleep  in  the 
afternoon.    There  were  no  after-effects  whatever. 

(2)  A  lady  who  had  been  married  two  years  suflFered 
from   severe  dyspareunia,  due    to  an    almost  imperforate 
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hymen.  The  surgeon  proposed  to  remove  the  hymen.  I 
gave  gas  and  oxygen  while  she  lay  extended  upon  the  couch, 
and  in  about  sixty  seconds  she  was  drawn  down  and  placed 
in  the  hthotomy  position,  the  legs  oflFering  no  resistance  to 
complete  flexion.  During  the  operation,  which  lasted  eight 
minutes,  there  was  only  the  very  slightest  reflex  movement 
of  the  knees,  and  after  awaking  she  was  able  to  stand  up 
and  help  the  nurse  to  fasten  her  clothing,  and  stated  that 
she  neither  remembered  nor  felt  anything,  and  had  no 
sensation  of  nausea  subsequently. 

(3)  A  lady,  aged  42,  very  nervous,  pale,  and  somewhat 
emaciated,  suffering  from  a  localised  pelvic  collection  of 
ascitic  fluid,  which  required  paracentesis  and  possibly 
further  procedures,  was  highly  alarmed  at  the  idea  of  any 
operation,  and  especially  of  having  ether  or  chloroform,  but 
submitted  readily  when  told  it  could  be  performed  under 
"  gas."  This  was  not  a  protracted  operation,  but  complete 
abdominal  flaccidity  was  obtained  for  examination  by  palpa- 
tion, which  had  previously  been  almost  negative  in  value 
owing  to  tenderness  and  rigidity.  There  were  no  after- 
effects whatever,  and  at  a  subsequent  similar  operation,  six 
weeks  later,  the  same  inhalation  was  used  with  equal 
success. 

The  patient  should  lie  near  to  the  edge  of  the  couch  so 
that  the  gas  bags  may  hang  free  over  the  side  (any  plus 
pressiu-e  in  the  apparatus  being  undesirable).  The  adminis- 
trator should  stand  behind  her  head,  the  gas  bottles  being 
on  the  floor  a  little  to  his  right.  It  is  well,  in  order  to 
obtain  the  best  results,  that  the  inhalation  should  be  con- 
ducted three  or  four  hours  after  a  meal ;  but  unless  to  suit  a 
particularly  appointed  hour  there  need  be  no  abstention 
from  the  ordinary  meals  beforehand.  Should  the  operation 
turn  out  to  be  somewhat  prolonged  or  of  rather  severer 
nature  than  was  anticipated,  it  is  a  very  simple  matter  for 
the  anaesthetist  to  supplement  the  gas  and  oxygen  with 
ether  from  Clovar's,  or  any  other  inhaler,  without  awaking 
the  patient.    After  the  perusal  of  the  above  cases  it  need 
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hardly  be  pointed  out  that  we  have  in  this  mixture,  for  cer- 
tain cases  and  under  certain  conditions,  a  highly  valuable 
addition  to  the  list  of  anaesthetic  agents,  and,  more 
important  still,  one  which  combines  many  other  advantages 
with  an  almost  entire  immunity  from  risk  to  life. 
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Complete    Inversion   of    the    Uterus — Duration    a 
Fortnight — Reduction  by  Manipulation. 

By  F.  F.  ScHACHT,  M.D. 

Mrs.  L.,  aged  25,  was  attended  in  her  confinement  by 
Dr.  J.  Farr,  to  whom  I  am  indebted  for  notes  of  her  case. 
She  was  a  neurotic,  anaemic  woman  in  her  first  confinement, 
and  the  pains  came  on  at  the  full  time  on  June  29,  1897. 
The  presentation  was  normal,  but  the  progress  of  the  labour 
being  very  slow  she  was  delivered  with  forceps.  There  was 
no  difficulty  in  doing  so,  and  the  perina^um  was  not  torn. 
She  was  given  half  a  drachm  of  liq.  ergot,  directly  after- 
wards. There  was  some  little  delay  in  the  expulsion  of  the 
placenta,  but  it  came  away  without  any  violent  traction 
and  was  in  no  part  adherent.  There  was  no  collapse  or 
symptom  of  shock  at  any  time.  During  the  first  two  days 
after  the  confinement  there  were  some  strong  pains  which 
were  looked  upon  as  ordinary  "  after-pains,"  and  which  the 
patient  herself  thought  were  due  to  her  not  being  able  to 
pass  her  water. 

Retention  of  urine,  requiring  catheterisation,  lasted  till 
July  6  (eight  days),  after  which  date  she  was  able  to  pass 
water  naturally.  There  was  free  loss  but  nothing  excessive 
for  the  first  ten  days,  then  the  quantity  became  less  and  the 
character  of  the  discharge  altered  to  a  dirty-brown  colour 
with  an  offensive  odour.  The  patient  had  been  douched 
with  a  perchloride  solution  all  through.  The  temperature 
chart  shows  that  at  no  time  was  the  temperature  over  100*4°  F., 
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and  it  varied  between  that  and  gg'^F.  during  the  first  fort- 
night. In  consequence  of  the  nature  of  the  discharge,  Dr. 
Farr  made  an  examination,  and  discovered  a  mass  in  the 
vagina  which  he  diagnosed  as  the  inverted  uterus.  I  saw 
the  patient  with  him  on  July  12,  that  is  to  say,  the  fourteenth 
day  after  the  confinement.  Beyond  looking  pale,  and 
having  a  slightly  brown  furred  tongue,  there  was  nothing 
very  noticeable  about  her.  There  was  no  local  tenderness, 
and  examination  was  quite  easily  and  completely  effected 
with  very  little  discomfort  to  the  patient — in  fact,  she  her- 
self did  not  think  there  could  be  anything  sufficiently  wrong 
to  necessitate  any  interference,  much  less  the  use  of  an 
anaesthetic.  The  diagnosis,  however,  was  quite  clear,  and 
under  an  anaesthetic  the  uterus  was  duly  replaced.  She  had 
no  after  trouble,  the  discharge  became  sweet  and  gradually 
ceased,  while  the  temperature  sank  to  absolute  normal. 

There  were  several  points  of  interest  in  this  case.  The 
severe  pains  which  were  treated  as  after-pains  were  in  all 
probability  due  to  the  contraction  of  the  uterus,  though  not 
in  a  normal  manner.  Whether  the  uterus  itself  contracted 
irregularly,  and  the  inversion  took  place  the  day  after  the 
confinement  when  the  pains  began,  or  whether  the  fundus 
uteri  followed  the  placenta  it  is  impossible  to  say.  It  is 
clear  that  the  absence  of  the  contracted  uterus  per  hypo- 
gastrium  was  not  observed  at  the  time. 

On  the  other  hand,  the  pains,  which  were  sufficiently 
severe  to  be  definitely  treated,  the  retention  of  urine,  and 
the  oedematous  condition  of  the  fundus  when  noticed  in  the 
vagina,  point  to  the  inversion  having  taken  place  within  a 
short  time  of  the  confinement  itself. 

There  were  no  general  symptoms  resulting,  and  the  only 
noticeable  feature  of  the  temperature  was  that  it  kept  z  little 
above  normal. 

It  seems  certain,  then,  that  when  I  saw  the  case  the  uterus 
had  been  inverted  for  from  twelve  to  fourteen  days.  It 
occupied  the  vagina,  its  surface  was  smooth  except  over  the 
placental  site,  but  there  was  no   evidence  of  the  placenta 
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having  been  adherent.  It  was  only  just  possible  to  feel 
(with  an  anaesthetic)  the  tightly  constricted  cervix  high  up. 
The  differentiation  of  the  condition  from  that  of  polypus 
was  easy.  The  patient  being  a  spare  woman  there  was  no 
difl&culty  in  determining  the  absence  of  the  fundus  above 
the  pubes,  in  fact,  1  could  by  bimanual  examination  make 
the  fingers  of  my  two  hands  (one  on  the  abdomen  and  the 
fore-finger  of  the  other  in  the  vagina)  impinge  on  one 
another.  I  found  however,  what  I  have  had  occasion  to 
notice  before,  that  even  under  an  anaesthetic  I  could  not 
perform  that  pretty  text-book  test  of  this  particular  condi- 
tion, viz.,  that  of  making  a  finger  in  the  rectum  impinge  on  a 
sound  passed  into  the  bladder  and  directed  backwards  over 
the  cervix  uteri.  I  indeed  question  whether  this  can  be 
practically  carried  out  unless  there  is  some  prolapse  or 
procidentia  of  the  uterus  pre-existing.  As  to  the  actual  re- 
duction of  the  oedematous  fundus,  I  found  it  necessary  to 
introduce  the  whole  hand  in  order  to  have  the  use  of  several 
fingers  to  manipulate,  steady  and  knead  the  uterus.  With 
the  assistance  of  the  other  hand  on  the  abdomen  I  was  able 
after  some  minutes  to  push  a  portion  of  the  cervical  section 
of  the  uterus  up  through  the  constricting  cervix.  When  the 
process  was  once  started  it  went  on  rapidly,  and  finally  the 
fundus  itself  jumped  back  into  its  proper  position. 

The  uterus  was  douched  and  packed  with  gauze,  which 
was  left  in  for  twenty-four  hours. 
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REVIEWS. 

The  History  and  Technique  of  the  Vaginal  Radical 
Operation.  By  Prof.  Dr.  Leopold  Landau  and 
Dr.  Theodor  Landau,  of  Berlin.  Translated  by  B.  L. 
Eastman,  M.D.,  and  A.  E.  Giles,  M.D.,  &c.  Bailli^re^ 
Tindall  &  Cox. 

This  book  is  composed  of  a  most  careful  and  elaborate 
description  of  the  operation  of  hystero-salpingo-oophorec- 
tomy,  as  carried  out  by  these  two  able  gynaecologists,  A 
short  description  of  their  clinique  appeared  in  the  February 
number  of  this  journal,  from  the  pen  of  Dr.  Macnaughton 
Jones. 

In  the  preface  the  authors  give  their  standpoint  and 
maintain  that  "The  justification  of  any  surgical  proce- 
dure must  depend  on  its  fulfilling  two  conditions :  First, 
that  the  disease  in  question  is  not  capable  of  cure  by  a 
simpler  means,  nor  of  spontaneous  cure.  Second,  that  the 
patient  can  be  thoroughly  and  permanently  relieved  of  her 
suffering  by  the  proposed  operation.  If  both  conditions 
can  be  fulfilled  the  operation  is  thus  legitimised,  and  in 
fact,  in  a  surgical  sense,  forms  the  specific  therapy  for  this 
particular  disease.  We  regard  the  hystero-salpingo-oopho- 
rectomy,  which  we  call  the  vaginal  radical  operation,  as 
such  an  operation.  This  is  what  we  make  use  of  in  the 
treatment  of  double  inflammatory  or  suppurative  disease  of 
the  tubes  and  ovaries,  a  class  of  cases  which  resists  every 
other  method  of  treatment.  This  advocacy  of,  and  enthu- 
siasm for,  such  a  radical  and  severe  operation  may  seem 
strange  as  coming  from  us,  since  in  speech  and  writing  we 
have  so  continuously  warned  against  operative  meddlesome- 
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ness,  against  intra-uterine  injection,  castration  of  neurotics, 
cervix  amputation,  and  ventro-  and  vagino-fixation  of  the 
uterus.     Compared  with  the  radical  extirpation  of  the  entire 
internal  genitation,  does  not  the  removal  of  the  adnexa  by 
the  less  dangerous  (?)  coeliotomy  represent  an  easier  and 
more  effective  method  ?     No,  neither  easier  nor  more  effec- 
tive.   The  mere  removal  of  both  inflamed  or  suppurating 
appendages,  whether  through   the  vagina  or  through  the 
belly,  with  separation  of  adhesions  to  the  intestines,  or  even 
with  the  introduction  of  oil  into  the  peritoneal  cavity,  may 
give  good  immediate  results,  but  the  permanent  cure  does 
not  follow.     The  women  recover  from  the  operation  but  not 
from  their  disease,  because  only  one  portion  of  the  diseased 
structures  is  removed,  while  the  real  source  and  origin  of 
the  affection,  the  diseased  uterus,  is  left  behind  to  light  up 
the  old  trouble  again  at  any  time.    Such  experiences,  which 
we  also  have  had  after  the  simple  removal  of  tubes  and 
ovaries,  have  robbed  these  partial,  really  incomplete  opera- 
tions of  their  hold,  for  us,  at  least,  and  have  demonstrated 
that  it  is  better,  for  the  patient,  to  complete  the  work  in 
hand  instead  of  doing  it  piecemeal.     In  fact,  it  is  better  in 
such  cases  not  to  operate  at  all  than  to  do  so  imperfectly." 

These  are  evidently  the  ideas  pervading  the  authors'  minds 
throughout  their  labours  to  develop  a  perfect  operation,  and 
they  appear  to  be  justified  by  their  results,  and  by  the  fact 
supported  by  the  translations,  that  the  mortality  of  vaginal 
total  extirpation  is  at  any  rate  in  their  hands  less  than  that  of 
abdominal  salpingectomy. 

The  first  pages  are  devoted  to  a  short  historical  account 
of  the  operations  for  the  removal  of  the  uterus,  special 
reference  being  made  to  the  works  of  Freund,  Czerny, 
Bardenheuer,  Doyen  and  Pean,  with  the  latter  of  whom 
originated  the  removal  of  the  uterus  as  a  remedy  for 
diseases  of  the  adnexa.  The  authors  consider  on  this  head 
that  the  uterus  should  only  be  removed  in  case  of  bilateral 
suppuration  and  destruction  of  the  adnexa. 

In  a  chapter  discussing  the  reasons  for  substituting  the 
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by  the  popular  term  "  change  of  life  " — ^as  a  distinctly 
normal  phase  in  the  life  of  every  woman,  liable  more  than 
usual  to  he  complicated  by  disorders,  like  the  commencement 
of  the  menstrual  epoch,  because  occurring  at  a  particularly 
unstable  period  in  the  life  of  the  nervous  system,  we  must 
acknowledge  to  have  been  somewhat  taken  aback  at  the  size 
of  a  work  presumably  dedicated  to  this  subject  alone,  and 
felt  that  the  time-honoured  aphorism  Vila  brevis  est  had  not 
been  sufficiently  appreciated  by  its  author.  Dr.  Napier  has, 
however,  dealt  very  widely  with  his  theme,  and  leads  to  the 
belief  that  the  title  covers  a  very  valuable  monograph, 
embracing  very  fully  and  thoroughly  the  etiology,  pathology, 
diagnosis  and  treatment  of  most  of  the  diseases  peculiar  to 
women  from  the  medical  aspect.  The  nomenclature  of  the 
various  drugs  (proved  to  be  of  service),  mostly  too  of  recent 
knowledge,  is  a  distinct  feature  in  the  work.  We  can  but 
be  interested  in  the  historical  lecture,  which  shows  that  the 
divers  theories  as  to  the  "  causation  of  menstruation  "  began 
with  Hippocrates  (400  B.C.),  and  yet  even  now  at  almost  the 
end  of  the  nineteenth  centuiy  physiologists  are  still  far 
from  being  in  accord.  The  varied  views  held  through  these 
eighteen  centuries  are  more  or  less  lightly  sketched  in  the 
earlier  pages  of  the  work.  We  would  just  note  that  the 
"something  mysterious"  in  menstrual  blood  depicted  by 
Pliny,  and  the  belief  in  the  "  unclean  "  condition  of  the 
menstruating  woman,  rendering  her  unfit  to  meddle  with 
certain  articles  of  food,  is  handed  down  by  unbroken  link 
to  the  educated  housewife  of  to-day. 

The  chapters  on  '*  Anatomical "  and  "  Physiological  con- 
siderations," respectively,  containing  as  they  do  Dr.  Napier's 
own  views,  are  very  fully  and  ably  discussed,  and  worthy 
of  careful  reading,  but  cannot  be  justly  dealt  with  in  a  brief 
article  such  as  this.  When  writing  on  "  normal  change  of 
life,"  the  author  says,  "  it  is  not  easy  precisely  to  define  what 
is  to  be  regarded  as  normal  in  relation  to  the  menopause," 
at  the  same  time  he  leans  very  closely  to  the  old-time 
dogma,  that  the  menopause  is  a  disorder  of  itself,  and  not 
a  mere  occurrence  in  a  time  of  disruption.    A  careful  and 
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close  inquiry,  extending  over  some  years,  amongst  both 
hospital  and  private  cases,  of  women  whose  ailments  began 
subsequently  to,  and  evidently  distinct  from,  the  menopause, 
makes  us  unable  to  believe  that  "the  disorders  of  the 
menopause,"  such  as  are  depicted  in  this  work,  for  instance, 
h^ve  any  right  to  the  claim  of  being  essentially  due  to  this 
period  of  the  female  life ;  that  they  are  not  necessarily 
propter  hoc ;  allied  with  it  in  point  of  time,  helped  on 
probably  by  its  coincidence,  but  actually  dependent  upon 
some  outside  issue  or  accident,  such  as  a  life  of  standing, 
the  gouty  diathesis,  a  previous  tendency  to  menorrhagia 
from  intra-mural  fibroid,  or  other  causes,  &c.  To  some 
extent  these  views  are  in  accord  with  those  expressed  by 
Dr.  Napier,  but  accepted  by  him  with  a  lack  of  earnestness 
which  is  not  in  character  with  his  usual  writing. 

Of  course,  if  the  influence  of  the  menopause  be  con- 
sidered to  extend  over  seven  years,  or  even  a  decade,  as  it 
is  by  most  women,  and  not  a  few  doctors,  it  would  be  quite 
impossible  to  say  over  what  ailments  it  may  not  be  presumed 
to  have  an  influence.     It  is  unfair  to  offer  any  criticism  on 
Dr.  Napier's  ideas  as  to  the  many  ailments  due  to  this  time  ; 
to  do  so  would  be  to  extend  the  article  to  a  review  on 
Modern  Medical  Gynaecology,  and  to  meet  from  its  readers 
with  the  rebuflF  that  will  probably  be   meted  out  to  the 
author  of  the  book  that  its  title  had  been  over-accomplished. 
We  may,  indeed,  express  some  doubt  as  to  whether  fibrous 
tumours,  or  even  malignancy — ^the  latter  especially — may  be 
justly  attributed  to  the  cessation  of  menstruation,  but  rather 
to  the  general  degenerative  changes.    The  book  is  a  monu- 
ment of  ability,  knowledge,  and  thoroughness,  and  must 
greatly  enhance  the  author's  position  not  only  in  the  special 
branch  of  medicine  in  which  he  has  cast  his  lot,  but  as  a 
high-class  general  physician.     His  Collaborateurs,  doubtless, 
deserve  the  gracious  thanks  he  awards  them  ;   it  is  in  every 
way  worthy  of  thoughtful  study.    From  an  aesthetic  point  of 
^ew,  too,  it  would  be  an  ornament  to  any  practitioner's 
library ;  its  publishers  have  achieved  this  result. 

VOL.  XIII. — NO.  50.  17 
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Leipzig  Obstetric  Society,  March  29,  1897. 

ZwElFEL,  who  formerly  preferred  Busch's  cephalothryp- 
ter  to  any  cranioclast  as  not  being  liable  to  slip,  and  because 
it  could  be  used  for  extraction,  and  from  repeated  experience 
could  endorse  all  that  Crede  had  said  in  favour  of  tlie 
instrument.  It  was,  however,  too  long  to  go  into  the 
ordinary  midwifery  bag,  and  as  it  required  a  separate  case 
the  assistants  in  the  Policlinic  found  it  cumbersome.  Since 
1890  Anvard's  instrument  with  three  blades,  called  by  him 
Tembryotome  c^phalique  combing,  has  sufficed  for  those 
cases  for  which  otherwise  the  cephalothrypter  would  have 
been  required.  He  thinks  with  Anvard  that  this  instrument 
will  be  preferred  to  both  cephalothrypter  and  cranioclast, 
but  he  has  not  found  it  adapted  for  application  to  the  after- 
coming  or  decapitated  head.  The  instrument  put  forward 
by  Anvard  in  the  early  part  of  1890  consisted  of  three 
blades,  and  was  a  combination  of  the  bsisio  tribe  described 
by  Tarnier  in  1885,  and  his  own  two-bladed  cranioclast,  but 
not  only  the  principle  of  the  bores,  but  also  that  of  having 
three  blades  belongs  to  Tarnier.  The  invention  of  Anvard 
was  turning  the  two  concave  surfaces  of  the  blades  of  the 
cranioclast  towards  each  other,  so  that  the  basilar  portion 
of  the  skull,  the  most  resisting  of  all  parts,  could,  by  means 
of  the  approximation  of  their  points  by  the  screw,  be 
crushed  up  from  the  foramen  magnum  to  the  face.  Veit 
attributes  the  combination  of  the  perforator  with  the  cranio- 
clast to  Anvard.  The  skull  may  be  opened  by  the  terebel- 
lum,  but  Blot's  perforator  is  in  all  cases  a  much  better 
instrument  to  use,    A  glance  at  the  sharp  screw  and  furrows 
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of  the  terebellum  forbids  us  to  use  Anvard's  instrument  on 
the  after-coming  head.  It  would  be  a  work  of  art  in  so 
doing  to  avoid  injuring  the  mother's  soft  parts ;  one  can,  of 
course,  use  the  cranioclast  if  one  has  perforated  otherwise, 
but  the  real  advantage  of  the  cephalothrypter  was  that  it 
rendered  perforation — ^a  difficult  and  dangerous  proceeding — 
unnecessary.  After  perforation,  unless  the  pelvis  is  con- 
tracted, one  needs,  as  a  rule,  no  other  instrument,  but  in  a 
contracted  pelvis  the  predicament  is  serious,  and  some 
instrument  is  much  wanted  to  give  one  a  grip  of  the  head. 

In  order  to  make  this  instrument  conveniently  adapted 
for  these  cases  I  have  modified  Anvard's  model  by  trans- 
ferring the  axis  from  the  centre  to  one  of  the  out  blades  in 
such  a  way  as  still  to  avoid  the  locking  of  the  male  and  first 
applied  female  blade  with  their  points  directed  to  each  other. 
After  some  years  experience  of  the  alteration,  and  several 
applications  to  the  decapitated  head,  I  am  not  inclined  to 
think  the  application   in  this  way  so  surely  effective  as 
Anvard  believes,   but   rather    prefer    introducing  the   first 
female  blade  over  the  occiput,  and  so  securing  the  head, 
then  passing  the  second  outer  blade  over  the  face  and  crush- 
ing the  base  with  the  latter.    The  operation  is  in  this  way 
much  easier  in  all  csises.    The  terebellum,  when  introduced 
into  the  skull,  is  used  as  a  sound  to  find  the  foramen  and 
fixed  in  it  by  a  few  turns,  steadies  the  head  for  the  applica- 
tion of  the  first  external  blade.    The  head  can  then  be  held 
fast  or  moved  until  the  second  external  blade  can  be  properly 
placed  over  the  face.    The  second  screwing  up  crushes  the 
base,  and  by  the  second  external  blade  the  instrument  is 
changed  from  a  cranioclast  to  a  cephaloclast.    Zweifel  has 
the  blades  fenestrated  and  more  sharply  indented,  and  made 
longer  than  Anvard's,  and  provided  with  a  small  interposing 
piece  of  the  thickness  of  the  axial  part  of  the  centre  blade^ 
to  take  the  place  of  the  latter  between  the  external  blades  in 
applications  on  the  after-coming  head.     Kronig  would  have 
the  new  instrument  still  longer  and  the  lock  further  down. 
Doderlen  approved  of  it  as  it  remedied  his  former  objection 
to  Anvard's  instrument. 
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German  GvNiECOLOGiCAL  Society,  Congress  VII., 
Leipsic,  June,  1897. 

Retroflexion    and    Retroversion.      Centralblatt  fir 
Gyndkologie,  No.  25. 

An  important  discussion  took  place  upon  the  reports  of 
Schultze  and  Olshausen  on  the  above  subject,  in  whidi 
much  stress  was  laid  on  the  following  points : — In  virgin> 
the  uterus  may  be  retroflected,  or  there  may  be  an  ante- 
flexion of  the  retroverted  uterus.  Most  puerperal  retro- 
flexions are  relapses  into  a  condition  existing  before  the 
pregnancy.  Whether  the  alleged  troubles  be  due  to  the 
displacement  or  to  its  complications,  the  former  should  be 
corrected,  as  even  if  not  at  present  the  cause  of  trouble  it 
may  become  so,  and  a  retroverted  uterus  is  more  prone  to 
prolapse,  &c.,  if  abandoned  in  its  displacement.  Pessary 
treatment  should  be  first  tried,  and  is,  except  under  special 
circumstances,  the  best.  Elisher  condemned  pessary  treat- 
ment, however,  and  Theilhaber  claimed  that  symptomatic 
treatment  was  all  that  was  generally  required.  Vagino- 
fixation, except  by  its  avowed  partisans,  was  admitted  to  be 
undesirable  in  child-bearing  women,  but  much  faith  was 
expressed  in  ventro-fixation,  and  especially  in  the  Alexander 
Adams'  operation. 

Schultze  (Jena)  defined  the  terms  retroflexion  and  retro- 
version as  referring  to  the  direction  of  the  corpus  uteri  only,  and 
said  the  expression  retrodeviation  should  be  abandoned.  He 
referred  the  etiology  of  these  displacements  to — (i)  Relaxation 
of  the  normal  attachments  of  the  uterus,  in  a  large  number  of 
cases  due  to  pregnancy ;  cases  by  pregnancy,  though  virginal 
forms  existed,  and  many  cases  even  after  childbed,  were  merely 
recurrence  of  a  condition  existing  before  it.  Other  circumstances 
leading  to  such  relaxation  were — re-absorption  after  posterior 
parametritis,  habitual  distension  of  the  rectum,  and  abdominal 
pressure  in  the  supine  position  (KOstner).  (2)  Fixation  of  the 
cervix,  in  a  position  further  forward  than  normal  in  the  pelvis,  by 
cicatricial  contraction.  (3)  Shortness  of  the  vagina,  espedallj 
of  its  anterior  wall,  from  arrested  development  or  senile  atrophy. 
(4)  Habitual  fulness  and  over-distension  of  the  bladder.  6) 
Gaping  vidva,  perineal  laceration,  and  some  rarer  conditions. 
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Schultze  does  not  think  ovarian  tumours  ever  cause  retro- 
flexion ;  a  displaced  uterus  may  more  probably  evoke  ovarian 
disease,  and  correction  of  the  displacement  leads  to  the  dis- 
appearance of  symptoms  of  ovarian  inflammation. 

Schooi'girls  should  be  taught  the  importance  of  regularly 
emptying  the  bladder,  and  of  proper  care  during  menstruation. 
In  childbed  attention  should  be  directed  to  providing  for  com- 
fortable defaecation  and  to  remedying  delayed  involution  and 
any  defects  in  the  perinaeum,  even  when  slight. 

Palpation,  bimanual  or    simultaneously  from    vagina    and 
rectum  and  the  abdominal  surface,  is  sufficient  for  diagnosis, 
but  to   detect  complications    and   obstacles    to  reposition    an 
anaesthetic  is  generally  required.    The  use  of  the  sound  is  to  be 
avoided.     When  the  uterus  has  been  replaced  without  opposi- 
tion, a  properly  constructed  celluloid  pessary  should  be  intro- 
duced, and   its  efficiency  ascertained    some  days    afterwards. 
Cold  clysters  daily  and  ergot  at  the  menstrual  periods  will 
assist  in  establishing  the  cure.     During  preliminary  treatment 
of  any  complication  the  uterus  should  be  secured  in  anteflexion 
by  a  tampon  below  the  cervix.    Obstacles  to  reposition  are  to 
be  distinguished  from  obstacles  to  retention,  a  hollow  Thomas' 
pessary  may  be  inserted  after  the  manual  separation  of  the 
former,  the  latter  require  operative  interference.     If  the  floor  of 
the  pelvis  cannot  do  its  work,  Schultze  prefers  operative  treat- 
ment for  the  retroflexion  also. 

Olshausbn  (Berlin),  who  followed,  declared  that  it  was  only 
in  uncomplicated  cases  that  the  symptoms  of  these  displacements 
could  be  determined,  and  that  about  half  such  cases  gave  no 
symptoms  at  all,  local  symptoms  being  rare,  and  bladder  trouble 
quite  exceptional.  The  most  constant  phenomena  are  sacral 
pains,  headache,  gastric  pressure,  bearing  down,  diminished 
capability,  depressed  spirits,  and  constipation— the  result  in  the 
first  instance  of  mechanical  impediment,  but  afterwards  per- 
manent from  intestinal  atony.  Irregular  bleedings  are  generally 
due  to  metritis  fungosa,  and  are  not,  except  in  recent  puerperal 
cases,  a  consequence  of  the  retroflexion.  It  is  therefore  justi- 
fiable to  commence  the  treatment  in  all  cases  by  curetting  the 
uterus.  Piurulent  cervical  catarrh  is  an  accidental  complication  ; 
retroflexion  at  the  most  causes  only  a  slight  mucous  secretion. 

Hyperplasia  of  the  uterus  is  the  most  important  result  of 
flexion ;  when  metritis  has  existed  for  a  long  time  with  the  dis- 
placement, neither  it  nor  its  results,  dysmenorrhoea  and  sterility, 
are  cured  by  reposition.  After  conception  the  pregnant  retro- 
fleeted  uterus  generally  replaces  itself ;  rigidity  of  its  own  walls 
or  a  deeply  hollowed  sacrum  may  interfere  with  its  doing  so. 
Vt^hen  the  reposition  is  incomplete  abortion  may  take  place  as 
late  as  the  sixth  to  eighth  month,  but  more  commonly  happens 
m  the  second  or  third. 
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Certain  nervous  and  mental  symptoms,  including  the  tender- 
ness at  the  angle  in  the  posterior  wall,  the  cause  of  dispareunia 
and  pain  at  stool,  are  shown  to  depend  on  the  displacement  by 
the  fact  that  they  disappear  on  reposition  and  return  on  the 
relapse  of  the  uterus. 

Women  near  the  climacteric  do  not  require  any  treatment : 
in  younger  ones  interference  is  necessary,  as  troubles,  even  if 
absent  at  first,  are  to  be  feared  later.  Pessary  treatment  is  to 
be  tried  as  a  rule,  in  case  of  operation  for  complicating  affec- 
tions of  the  adnexa;  ventrofixation  after  separation  of  the 
adhesions  is  to  be  preferred.  The  risk  of  abdominal  and  vaginal 
operation  is  about  the  same.  The  Alexander  Adams*  operation 
as  modified  by  Kocker,  merits  more  extensive  application  in 
mobile  retroflexions.  In  fixed  retroflexion,  ventrofixation  is  the 
best  method,  it  is  free  from  danger  and  certain  of  success.  The 
best  way  is  to  fasten  the  cornua  uteri  to  the  abdominal  walls  by 
the  round  ligaments  with  silkworm  gut,  but  the  stitching  of  an 
extensive  surface  of  the  anterior  wall  of  the  uterus  to  the 
abdominal  wall  should  be  avoided — this  objection  does  not  apply 
to  Leopold's  method. 

Vagino-fixation  is  allowable  for  mobile  retroflexion  if  the 
stitches  do  not  extend  more  than  from  1-2  cm.  above  the 
orificium  internum.  Vaginal  operations  for  the  shortening  of 
the  sacro-uterine  and  round  ligaments  are  theoretically  correct, 
but  not  yet  sufficiently  proved  in  practice. 

While  KUstner  has  operated  in  25  per  cent.,  and  Mackenrodt 
and  Duhrssen,  at  all  events  at  one  time,  operated  in  100  per 
cent,  of  all  cases,  Olshausen  as  yet  has  only  done  so  in  | 
per  cent.,  and  he  considered  a  decrease  in  the  number  of  opera- 
tions for  retroflexion  much  to  be  desired. 

Duhrssen  (Berlin),  in  a  paper  on  the  vaginal  methods, 
upheld  vagino-fixation  even  for  fixed  retroflexion,  and  declared 
that  to  ensure  success  the  stitches  should  be  inserted  as  high  as 
the  level  of  the  insertion  of  the  tubes. 

Baumm  (Breslau)  also  eulogized  vaginofixation;  though  he 
had  had  good  results  with  the  Alexander  Adams'  operation,  he 
considers  the  other  simple  and  effective,  free  from  danger  and 
without  any  injurious  results.  In  eleven  cases  he  had  seen 
subsequent  pregnancy  with  one  abortion  only ;  this  abortion 
may  have  been  due  to  the  operation,  as  the  fixation  was  too 
high. 

Winter  (Berlin),  in  a  paper  on  the  clinical  aspect  of  retro- 
flexion, from  exammation  of  303  women  soon  after  their  first 
confinement,  and  ninety  others  under  treatment  for  the  dis- 
placement, concluded  that  all  the  troubles  were  to  be  referred  to 
the  complications,  and  that  of  the  latter  endometritis,  metritis, 
and  perimetritis,   at    all    events,  are    of   independent    origin. 
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Dysmenorrhcea,  metrorrhagia,  sterility  and  abortion,  in  the  vast 
majority  of  cases,  are  due  to  complications  and  not  to  the 
displacement. 

Theilhaber  (Munich)  denied  that  the  so-called  symptoms  of 
retroflexion  were  due  to  pressure  of  the  displaced  organ,  venous 
congestion,  or  reflex  influence.  As  a  rule  their  disappearance 
after  correction  of  the  position  of  the  uterus  was  at  the  most 
temporary,  and  might  be  explained  by  other  factors  in  the  treat- 
ment, especially  in  hospitals  (diet,  rest,  attention  to  the  bowels,  or 
psychic  influences).  Symptomatic  treatment  in  his  hands  had 
given  permanently  good  results,  similar  to  such  as  were  recently 
reported  by  Freudenberg  from  observations  on  423  patients  in 
the  clinic  of  Leopold  Landau. 

In  the  discussion  in  these  communications  Werth  (Kiel) 
eulogized  the  Alexander  Adams'  operation,  not  seeing  any  im- 
provement in  the  modification. 

Wertheim  (Vienna)  referred  to  two  new  methods  brought 
forward  within  the  last  eighteen  months  by  him — the  vaginal 
fixation  of  the  round  ligaments,  successfully  employed  in  twenty 
cases  by  Duhrssen,  and  vaginal  shortening  of  the  round  ligaments 
simultaneously  proposed  by  Bode  of  Dresden — and  which  in 
twenty-six  cases  has  given  excellent  mechanical  results. 

Veit  attached  little  importance  to  the  origin  of  the  symp- 
toms ;  the  retroflected  uterus  sometimes  gives  rise  to  no  symp- 
toms at  all,  but  it  may  cause  trouble  and  in  every  case  is 
disposed  to  further  affections  or  complications.  In  treatment 
pessaries  are  the  first  method,  but  operations  cannot  be  abolished 
because  some  people  are  inclined  to  do  them  too  often.  He 
himself  preferred  the  Alexander  Adams'  operation,  in  which  the 
principle  was  the  important  matter  rather  than  any  variation  in 
detaU. 

Kustner  (Breslau)  was  pleased  at  the  general  acceptation  of 
the  belief  he  stated  ten  years  ago,  that  most  puerperal  retro- 
flexions are  relapses  of  a  virginal  condition.  Retroflexion,  when 
uncorrected,  is  so  detrimental  to  the  mechanics  of  the  pelvic 
wgans  as  easily  to  lead  to  prolapse.  He  deplored  the  want  of 
^th  of  the  public  in  pessaries ;  he  found  it  easier  to  persuade  a 
woman  who  had  been  wearing  an  inefficient  pessary  to  submit 
to  an  operation  than  to  make  a  fair  trial  of  another  pessary, 
^u  the  labouring  class,  who  can  bestow  on  the  instrument 
Bother  the  proper  care  nor  adequate  control,  it  is  necessary  to 
operate  oftener  after  the  climacteric.  He  preferred  total  extirpa- 
tion to  the  Alexander  Adams'  operation. 

Martin  (Berlin)  referred  to  his  observation  that  in  retro- 
flexion the  ovary  could  preserve  its  normal  position  in  the  fossa 
obtnratoria,  as  an  argument  against  the  displacement  being  a 
cause  of  ovarian  tumour.     He  did  not  consider  adhesions  a  reason 
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against  colpotomy,  nor  had  they  ever  caused  him  serious  diffi- 
culty; but  it  was  of  the  greatest  importance  to  determine  by 
previous  examination  under  an  anaesthetic  whether  one  could 
operate  by  the  vagina  or  should  choose  the  abdominal  way. 

Elischer  condemned  pessary  treatment,  which  rarely  did 
more  than  make  the  woman  able  to  work  for  a  time,  was  much 
complained  of  by  women  and  their  husbands,  and  was  only 
proper  where  a  radical  cure  was  out  of  the  question,  and  even  in 
complicated  cases  this  was  the  exception.  He  had  now  done 
fourteen  cases  by  his  own  method  (C&^.,  No.  lo,  1897),  and 
recently  examined  three  done  more  than  a  year  ago.  The  women 
were  quite  free  from  trouble,  and  their  uteri  mobile  in  ante- 
flexion. 

Leopold  (Dresden)  said  that  he  passes  two  stitches,  0*5  cm. 
apart,  through  the  wall  of  the  uterine  body,  removing  them  on 
the  fifteenth  to  sixteenth  day.  In  two  cases,  faultily  done,  there 
was  trouble  in  child-birth ;  in  all  others  the  pregnancies  were 
not  interfered  with,  and  even  after  repeated  pregnancy  the  uterus 
has  preserved  its  position. 

Fritsch  (Bonn)  had  found  ventrofixation  free  firom  danger 
and  efficient.  Like  Leopold  he  stitches  a  small  portion  (10 
pfennig  gross)  of  the  fundus  to  the  peritoneum  and  fascia  in  the 
lower  angle  of  the  abdominal  wound  with  catgut,  carefully  avoid- 
ing the  rectus  muscle.  Vaginofixation  he  never  performed  in 
women  who  were  not  past  child-bearing.  Recently  he  had  pre- 
ferred the  Alexander  Adams*  operation,  which,  provided  no 
relapse  took  place,  appeared  to  him  to  be  the  best  method. 

Chrobak  (Vienna)  said  that  pessary  treatment  could  restore 
all  the  capability  for  work,  but  was  technically  more  difficult,  more 
troublesome,  and  less  profitable  than  operative  methods.  He  had 
tried  vaginofixation  sixteen  times  and  would  never  do  it  again. 
He  recommended  01shausen*s  ventrofixation,  or  else  the  shorten- 
ing of  the  round  ligaments,  and  strongly  condenmed  the  practice 
of  commencing  the  treatment  of  every  retroflexion  by  curetting 
the  uterus. 

Pfannenstiel  (Breslau),  in  fifteen  cases  complicated  by  pro- 
lapse, had  performed  vaginal  shortening  of  the  round  ligaments 
with  thoroughly  good  results;  in  women  not  past  child-bearing 
he  does  this  operation;  in  those  who  are  so,  vaginofixation; 
but  for  the  last  two  years,  in  cases  of  mobile  retroflexion,  the 
Alexander  Adams*  operation. 

Neugrbauer  (Warsaw)  described  a  prolapse  operation  of 
Kraj^wski*s  (Warsaw),  who,  after  freeing  the  pyramidalis  muscle, 
passes  it  through  the  eye  of  the  needle,  with  which  he  transfixes 
the  anterior  wall  of  the  uterus  from  below  upwards.  Two  cases 
were  successful. 

Olshausen,  replying,  pointed  out  that  before  Kustner  drew 
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from  the  discussion  a  confirmation  of  his  idea  that  most  retro- 
flexions dated  prior  to  the  first  confinement,  he  must  prove  that 
a  vast  majority  of  all  cases  were  of  puerperal  origin.  He  was 
very  glad  that  not  a  single  word  had  been  said  throughout  the 
discussion  upon  massage,  which  could  not  correct  any  retro- 
flexion. 

ScHULTZE  was  glad  that  the  discussion  showed  such  a^ee- 
ment  with  his  report  and  his  earlier  writings.  Correction  of  the 
position  of  the  uterus  was  followed  by  the  disappearance,  not 
only  of  profuse  menstruation,  the  result  of  disturbed  circulation 
in  the  uterus,  but  also  by  that  of  anticipating  menstruation, 
from  disturbed  circulation  in  the  ovaries. 

No  operation  gave  the  uterus  a  position  as  closely  resembling 
the  normal  one  as  the  pessary,  but  it  was  important  to  form 
the  pessary  to  fit  the  case ;  the  best  material  was  celluloid. 

The  Society  are  to  meet  next  in  Berlin,  myoma  and  puerperal 
infection  being  the  special  subjects  for  report. 

J.J.M. 
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William  Thompson  Lusk,  A.M.,  M.D.,  LL.D. 

We  have  with  much  regret  to  record  the  death,  at  tlie 
age  of  59,  of  Dr.  W.  T.  Lusk,  President  and  Professor  of 
Obstetrics,  Gynaecology,  Diseases  of  Infants  and  Clinical 
Medicine,  at  Bellevue. 

Dr.  Lusk's  name  as  an  obstetric  authority  has  for  many 
years  been  held  in  high  esteem,  and  his  treatise  on  "The 
Science  and  Art  of  Midwifery  "  remains  as  a  striking  testi- 
mony to  his  cultured  capacity  for  hard  work  and  careful 
observation.  His  loss  at  a  comparatively  early  age  will  be 
much  felt  in  New  York  especially,  by  a  very  large  circle  of 
private  and  professional  friends. 

Dr.  Lusk  was  a  Foundation  Fellow  of  the  British  Gynae- 
cological Society,  and  was  elected  to  the  post  of  vice- 
president  in  1887. 

We  are  indebted  to  the  American  Jourtial  of  Obstetrics 
for  the  following  details  of  his  career. 

William  Thompson  Lusk  was  born  in  Norwich,  Conn., 
on  May  23,  1838.  He  entered  Yale  in  1855,  but  left  college 
at  the  end  of  the  year.  From  1858  to  1861  he  studied 
medicine  in  Berlin  and  Heidelberg,  finally  taking  his  degree 
in  medicine  from  Bellevue  Hospital  Medical  College  in 
1864.  At  the  beginning  of  the  Civil  War  he  returned  to 
this  country  and  entered  the  Federal  Army  as  a  private  in  a 
New  York  regiment,  passing  through  the  ranks  of  lieutenant 
and  captain  to  that  of  assistant  adjutant-general.  After  his 
graduation  in  medicine  he  again  went  to  Europe  for  eighteen 
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months  of  further  study  at  Paris,  Vienna,  Edinburgh,  and 
Prague.      He  received  the  honorary  degree  of  A.M.  from 
Yale  in  1877  and  of  LL.D.  from  the  same  university  in  1893. 
On  his  return  from  Europe  in  1868  he  was  appointed  pro- 
fessor of  physiology  in  the  Long  Island  College  Hospital,  a 
position  which  he  held  until  1871.     During  1870  and  1871 
he  was  also  lecturer  on  physiology  in  the  Harvard  Medical 
School.      From  1871  until  his  death  he  was  professor  of 
obstetrics,  gynaecology,  diseases  of  infants,  and  clinical  mid- 
wifery at  Bellevue,  and  seven  years  ago,  after  the  death  of 
Isaac  E.  Taylor,  he  became  its  president.    At  the  time  of 
his  death  he  was  a  visiting  gynaecologist  to  Bellevue  and  St. 
Vincenfs   Hospitals,    and   consulting  surgeon  to  the  New 
York  Maternity  Hospital,  the  Skin  and  Cancer  Hospital,  and 
the  New  York  Foundling  Asylum.     He  was  an  ex-president 
of  the  New  York  State  Medical  Association,  the  American 
Gynaecological    Society,    and    the    New   York   Obstetrical 
Society ;  a  corresponding  fellow  of  the  Edinburgh  and  Lon- 
don Obstetrical  Societies  ;  and  one  of  the  founders  of  the 
International  Congress  of  Obstetrics  and  Gynaecology.     For 
two  and  a  half  years  he  was  editor  of  the  New  York  Medical 
Joumalj  being  succeeded  by  the  late  James  B.   Hunter. 
His  treatise  on  "  The  Science  and  Art  of  Midwifery,"  the 
great  merit  of  which  was  quickly  recognised  by  the  profes- 
sion, was  his  crowning  work. 

Tall,  slight  in  frame,  active,  with  a  pleasing,  mobile  face, 
a  musical  voice,  somewhat  diffident  with  strangers,  genial 
and  warm-hearted,  frank  almost  to  bluntness,  he  possessed  a 
rare  fascination  of  manner  and  person  that  made  him 
deservedly  popular.  As  a  teacher  he  had  few  equals  ;  as  a 
surgeon  he  was  careful,  judicious,  and  pronouncedly  con- 
servative. 

Dr.  Lusk  was  twice  married  and  twice  a  widower ;  he 
leaves  two  sons  and  three  daughters.  The  elder  son  is  pro- 
fessor of  physiology  at  Yale  ;  and  the  younger,  chief  of  the 
surgical  clinic  at  Bellevue. 
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James    Greig    Smith,    M.A.,    M.B.C.M.Aberd.,    F.R.S.E. 

Since  our  last  issue,  British  Surgery  has  sustained  a  great 
loss  in  the  death  of  Mr.  Greig  Smith,  of  Bristol,  at  the  early 
age  of  43.  It  appears  that  he  attended  a  consultation, 
involving  a  carriage  drive,  on  Monday,  May  24,  that  he  later 
on  in  the  day  became  ill  and  died  of  pneumonia  early  on 
Friday,  June  i. 

That  Mr.  Greig  Smith  should  have  achieved  the  high 
position  in  the  surgical  world  that  -he  deservedly  occupied 
at  such  an  early  age  is  in  itself  a  striking  testimony  to  the 
capacity,  vigour  and  originality  which  he  brought  to  bear 
upon  all  his  work.  He  was  keenly  interested  in  his  pro- 
fessional labours,  and  possessed  many  special  faculties,  such 
as  great  perseverance,  self-reliance  and  marked  aptitude 
for  careful  observation,  which  with  a  most  fortunate  capacity 
of  expressing  his  ideas,  stamped  all  his  sayings  and  writings 
with  a  marked  individuality. 

The  Fellows  of  the  British  Gynaecological  Society  have 
had  many  opportunities  of  judging  of  him  for  themselves, 
when  he  attended  and  took  part  in  the  proceedings  of  the 
meetings  of  the  Society,  in  which  he  at  different  times  held 
the  offices  of  member  of  council  and  vice-president. 

Mr.  Greig  Smith  after  a  successful  career  at  Aberdeen, 
became  house-surgeon  to  the  Bristol  Royal  Infirmary  in 
1876.  He  was  elected  to  the  post  of  junior  surgeon  in 
1879  and  has  been  closely  associated  with  all  the  advances 
in  that  well-appointed  Hospital,  as  well  as  all  medical  and 
scientific  developments  that  have  constituted  a  marked 
feature  in  the  history  of  Bristol  during  the  last  twenty  years. 
He  was  one  of  the  founders  of  the  British  Medico-Chirurgical 
Society  Journal,  and  has  all  along  taken  a  prominent  part  in 
bringing  it  to  its  present  condition  of  excellence. 

By  the  medical  world  in  general  he  will  be  chiefly  re- 
membered for  his  work  on  Abdominal  Surgery,  and  the 
estimation  in  which  this  work  has  been  held  is  clearly  shown 
by  the  fact  of  its  having  already  reached  a  sixth  edition. 
His    other    contributions    to    medical    literature    are  too 
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numerous  to  mention  here  in  detail,  but  they  are  all 
characterised  with  the  same  thoroughness  and  literary 
finish.  It  is  only  natural  that  so  sudden  and  unexpected 
an  end  to  such  a  career  should  come  as  a  special  shock  to 
his  friends  and  fellow-workers  at  Bristol.  To  give  some 
idea  of  the  esteem  in  which  he  was  there  held,  we  quote 
from  a  long  and  most  appreciative  "In  Memoriam"  notice, 
which  appears  in  the  June  number  of  the  Bristol  Medico- 
Chirurgical  journal : — 

"  Greig  Smith  has  been  taken  from  us  with  such  startling 
rapidity  that  it  is  difficult  to  realise  that  for  us  there  is  an 
end  of  that  marvellous  activity,  that  fertility  of  resource, 
that  originality  of  matter  and  manner  which  ever  charac- 
terised him,  and  far  outside  the  membership  of  the  Bristol 
Medico-Chirurgical  Society  will  often  come  the  sigh  'for 
the  touch  of  a  vanished  hand  and  the  sound  of  a  voice 
that  is  still,'  and  we  would  fain  believe  of  him  that 

'*  Somewhere,  out  of  .human  view, 
Whatever  [his]  hands  are  set  to  do 
Is  wrought  with  tumult  of  acclaim.' 

"Greig  Smith's  early  training  in  general  literature  must 
have  been  particularly  thorough,  and  this  he  was  ever  care- 
ful to  foster.     His  omniverous   reading,    which    extended 
from  the  ancient  classics  to  the  latest  work  of  fiction,  gave 
him  the  power  of  being  a  most  charming  companion.     He 
was  a  brilliant  conversationalist  and  could  talk  well  on  an 
endless  variety  of  subjects,  often    delighting  his  intimate 
associates  with  sparkling,  if  sometimes  caustic,  epigram  and 
simile,    or    with    forcible    repartee.     Notwithstanding    the 
attention  he  paid  to  literature  and  his  own  special  work,  he 
found  time  for  indulging  his  intense  fondness  for  country 
life,  and  entered  into  its  pursuits  with  the  same  zest  that  he 
showed  for  all  the  other  things  to  which  he  devoted  himself. 
He  had  a  small  country  house  at  Burnett,  near  Keynsham, 
m  Somersetshire,  to  which  he  often  betook  himself  when 
opportunity  offered,  and  where  he  was  always  glad  to  see 
his  friends.    With  a  limited  experience  he  had  become  an 
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excellent  shot,  and  of  late  years  he  had  become  passionately 
absorbed  in  golf.  He  was  a  persistent  smoker  and  rarely 
missed  the  chance  of  a  cigarette. 

"  Among  the  recreations  of  his  leisure  time  the  plastic  arts 
had  a  great  fascination  for  him.  Some  of  his  figures  and 
some  medallions  of  his  friends  have  great  merit.  In  art 
matters  generally  he  was  an  acute  critic,  being  able  to  sum 
up,  with  great  terseness  and  point,  the  merits  and  demerits 
of  the  subject  under  consideration.  He  had  from  time  to 
time  done  many  excellent  pen-and-ink  portraits  and  carica- 
tures. 

"  Strongly  imbued  with  the  scientific  spirit,  and  hating  in 
his  work  anything  that  was  not  scrupulously  exact,  Greig 
Smith  could  find  no  atom  of  sympathy  for  that  which 
savoured  of  ignorance,  or  stupidity,  or  carelessness,  and  he 
never  hesitated,  even  if  it  caused  some  temporary  annoyance 
to  those  from  whom  he  differed,  to  expose  in  the  most 
uncompromising  manner  any  departure  from  what  he 
considered  to  be  the  essential  duty  of  all  seekers  after 
professional  truth.  Like  most  men  with  strong  force  of 
character,  Greig  Smith  was  not  free  from  the  defects  of  his 
qualities,  and  although  those  who  had  seen  much  of  him 
may  freely  grant,  in  the  words  of  him  whose  work  he  knew 
and  loved  so  well,  that 

'  He  had  twa  faults,  or  may  be  three,' 

yet  each  one  of  us  who  was  acquainted  with  his  worth  will 
fervently  add  two  other  lines  from  the  same  verse  : 

•  Heav  n  rest  his  saul,  whare'er  he  be ! 
Is  th'  wish  o'  mony  mae  than  me.'" 
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SUMMARY  OF  GYNECOLOGY,  INCLUDING 
OBSTETRICS. 

GYNECOLOGICAL. 

Copious  Injections  of  Saline  Solutions  in  HiEMORRHAGE 
AND  Infectious  Diseases.  By  Andre  Claisse,  House 
Surgeon  of  Paris  Hospitals,  journal  de  Medicine  de  Paris, 
page  496.     Extract  from  the  Revue  de  Chirurgie. 

Operative  PRocEDURE.^Those  injections  in  large  doses  of 
saline  solutions  were  at  first  exclusively  made  through  the 
veins.  The  necessity  of  a  very  rapid  introduction  in  cases  of 
acute  anaemia  or  even  of  cholera  constituted  a  sufficient  indica- 
tion for  this  method ;  but  owing  to  the  rapidity  of  absorption 
through  the  cellular  tissue  many  practitioners  have  employed 
the  hypodermic  method,  which  presents  the  advantage  of  a 
greater  simplicity  and  a  less  delicate  field  for  the  operation. 

(i)  Intravenous  injection, — This  operation,  generally  as  easy 
to  pienorm  as  bleeding,  is  naturally  practised  in  man  at  the  level 
of  a  superficial  vein,  probably  one  of  the  saphenous  veins,  or 
more  often  any  of  the  veins  in  the  bend  of  the  elbow.  This 
requires  a  certain  number  of  instruments  :  a  large  funnel,  or  any 
kind  of  recipient  provided  at  its  inferior  extremity  with  an  india- 
rubber  tube  about  5  ft.  long  (i'50  m.),  to  which  is  adapted 
the  cannula  of  the  medium-sized  trocar  of  Potain*s  apparatus ; 
scissors,  cannulated  sound  suture  needle,  dissecting  forceps,  two 
haBmostatic  forceps,  silk  sutures,  syringe  of  i  cc.  (m.  xv.). 
AU  these  instruments  should  be  passed  through  the  autoclave  at 
115°  C.,  or  boiled  in  a  basin  for  a  quarter  of  an  hour. 

The  skin  of  the  region  is  then  disinfected  carefully,  the  line 
of  incision  is  anaesthetised  by  means  of  a  hypodermic  injection 
0^  I  cc.  (m.  XV.)  of  a  I  per  cent,  solution  of  hydrochlorate  of 
^^ocaine.  The  vein  is  now  exposed  by  a  parallel  incision  of  4  to 
5  cm.  (1}  to  2  ins.)  and  raised  by  means  of  a  cannulated 
sound.  Two  ligatures  which  will  serve  to  tie  the  two  ends  of 
the  vein  may  now  be  passed  underneath  it.  The  vein  is  raised 
by  means  of  dissecting  forceps,  and  one  half  of  its  circumfer- 
ence incised.  The  cannula  of  the  vessel  containing  the  solution 
IS  allowed  to  run  so  as  to  exclude  any  air  which  may  have  been 
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found  in  it,  and  without  stopping  the  flow  the  instrument  is 
introduced  into  the  open  vein.  The  recipient  is  then  raised 
so  as  to  obtain  a  slow  and  regular  flow;  40  to  60  cm.  (16 
to  24  ins.)  of  elevation  will  generally  answer  the  purpose,  when 
it  will  take  about  ten  minutes  to  introduce  1,200  grammes 
(about  42^  ozs).  The  flow  is  stopped  by  pinching  the  tube 
before  the  level  of  the  solution  has  reached  the  inferior  portion 
of  the  recipient,  the  cannula  is  withdrawn,  and  the  superior 
ligature  tied,  the  incision  is  closed  by  two  sutures,  and  the 
wound  dressed  with  iodoform.  The  whole  operation  lasts  about 
twenty  minutes.     It  is  absolutely  painless. 

It  is  not  infrequently  necessary  to  repeat  the  operation  once 
or  several  times,  and  when  this  is  the  case  another  vein  may 
be  selected,  or  the  same  one  by  enlarging  the  cutaneous  incision 
by  2  or  3  cm.  (about  J  in.)  superiorly,  and  introducing  the  cannula 
a  few  centimetres  above  the  first  opening. 

(2)  Injection  into  the  cellular  tissue, — ^The  technique  here  is 
most  simple ;  the  same  apparatus  can  be  used  by  substituting 
Dieulafoy  aspirator  needle  for  the  cannula,  or  again,  a  steri- 
lizable  syringe  of  20  cc.  (about  5  drams)  or  Potain's  appa- 
ratus with  forcing  pump  may  be  employed.  The  region  is 
asepticized.  After  providing  against  the  introduction  of  air, 
the  needle  is  inserted  from  6  to  8  cm.  (about  2  to  3  ins.)  into 
the  subcutaneous  cellular  tissue  in  some  part  where  the  latter 
can  easily  be  distended  (such  as  the  epigastrium,  the  flanks, 
the  lateral  thoracic  walls,  the  lumbar  or  scapular  regions,  the 
thigh) ;  some  practitioners  insert  the  needle  deeply  into  the 
gluteal  muscles.  The  solution  is  then  slowly  introduced,  the 
recipient  may  be  raised  about  one  metre  high,  a  bag  of  liquid  is 
thus  formed  distending  the  skin ;  absorption  is  accelerated  by 
working  up  the  part  with  the  hand ;  400  or  500  grammes  can 
thus  be  introduced  in  a  few  minutes  in  one  single  injection ; 
the  needle  is  then  withdrawn  and  the  small  superficial  wound 
produced  by  it  closed  with  a  drop  of  collodion.  The  same  thing 
is  repeated  in  other  places  until  the  desired  quantity  is  injected. 
Absorption  is  effected  with  considerable  rapidity,  and  the  disten- 
sion of  the  cellular  tissue  produces  very  little  pain.  These  two 
processes  are  not  infrequently  employed  simultaneously. 

(3)  Bleeding  with  Transfusion, — In  cases  of  infection  it  has 
been  proposed  by  some  authors  to  precede  the  injection  by 
a  bleeding  of  250  to  300  grammes  (about  8|  to  10^  ozs). 
Barr6  has  obtained  good  results  in  two  cases  of  uraemia  and 
one  case  of  pneumonia  by  injecting  a  quantity  of  liquid  equal  to 
that  of  the  blood  which  he  withdrew  simultaneously.  Moreover, 
a  copious  injection  appears  to  be  indicated  after  bleeding ;  this 
has  been  the  practice  of  Bosc  in  cholera  and  in  pneumonia, 
and  of  TuflSer  in  tetanus. 
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The  soluiion. — As  it  is  impossible  to  have  constantly  at  hand 
some  human  serum  in  sufficient  quantity,  and  the  toxic 
properties  of  the  serum  of  animals  preclude  its  employment, 
it  becomes  necessary  to  have  recourse  to  liquids  prepared  arti- 
ficially. The  first  quality  required  in  those  liquids  is  that  they 
should  produce  the  least  alteration  in  the  histological  elements 
of  the  blood. 

The  following  solutions  may  be  selected : — Distilled  water 
1,000  grammes,  chloride  of  sodium  7  grammes ;  or,  distilled 
water  1,000  grammes,  chloride  of  sodium  7  grammes,  sulphate 
sodium  7  grammes. 

The  solution  should  be  clear,  without  any  foreign  body,  and 
should  be  sterilised  by  being  passed  through  the  autoclave  at 
120^  C,  or  be  boiled  for  twenty  minutes.  It  should  be  injected 
at  the  temperature  of  the  body,  and  as  it  loses  a  few  degrees 
in  manipulation,  it  should  be  poured  into  the  recipient  at  the 
temperature  of  about  40°  C.  (104°  F.) 

Rapidity  of  the  injection. — An  injection  of  1,500  grammes 
(about  53  ozs.)  in  the  course  of  ten  minutes  does  not  produce 
any  symptom  of  intolerance,  therefore  a  rapidity  of  2*5  to  3 
(namely  3  cc.  per  minute  for  each  Idlo.  of  the  subject)  in 
these  conditions  is  not  toxic. 

Quantity. — It  does  not  appear  useful  to  inject  more  than 
1,500  grammes  at  one  sitting;  the  phenomena  of  re-action  to  be 
mentioned  hereafter  manifest  themselves  with  this  dose ;  but  it 
is  sometimes  necessary  to  repeat  it  several  days  in  succession. 
Lejars  has  injected  successfully  as  much  as  7  litres  in  seven  hours, 
and  26  litres  in  nine  days.  These  enormous  doses,  however,  are 
probably  not  often  required,  and  4  litres  in  twenty-foiu:  hours 
would  appear,  at  the  present  stage  of  our  knowledge,  to  be  the 
maximum  dose  in  ordinary  cases;  it  is  principally  in  serious 
cases  of  acute  anaemia  that  this  limit  hiay  be  considerably 
exceeded. 

Indications. — In  cases  of  acute  anaemia  the  indications  for 
this  treatment  have  long  been  recognised  ;  when,  after  profuse 
hsemorrhages,  produced  by  accidental  or  operative  traumatism, 
there  is  a  tendency  to  syncope,  which  may  endanger  the  patient's 
life,  there  should  be  no  hesitation,  and  the  best  method  is  then 
the  intravenous  injection,  as  being  the  most  rapid  in  its  effects. 
Subcutaneous  injections  would  be  sufficient  in  less  severe  cases ; 
I J  to  2  litres  may  be  injected  with  prudence  to  avoid  any  reflex 
congestion  of  the  viscera. 

This  method  is  indicated  in  cases  of  surgical  infections  and 
intoxications,  acute  peritonitis,  puerperal  infection,  tetanus, 
convulsions,  shock,  &c.,  as  soon  as  the  temperature  rises  above 
39'4^  C.  (103°  F.),  unless  it  is  considered  only  as  a  passing 
reaction,  but  particularly  when  the  general  symptoms  indicate 
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Senile  Changes  in  the  Ovaries.    By  Dr.  Otroschkbvitch 
(St.  Petersburgh  Dissertation).     Vratch^  1896,  No.  5. 

Dr.  Otroschkevitch  comes  to  the  following  conclusions : — 
(i)  The  lessening  of  both  ovaries  in  old  age  arises  in  connec- 
tion  with  increased  growth  of  fibrous  connective  tissue  and  the 
predominance  of  this  over  the  degenerating  follicles. 

(2)  The  disappearance  of  the  epithelium  covering  the  sturface 
of  the  ovaries  which  occurs  in  old  age  cannot  always  be  put 
down  to  separation  during  preparation  of  microscopic  specimens, 
but  must  rather  be  taken  as  one  of  the  true  changes  in  the  senile 
ovaries. 

(3)  Desiccation  of  mature  and  wholesale  degeneration  of  the 
primordial  follicles  forms  one  of  the  chief  and  most  important 
changes  in  senile  ovaries. 

(4)  Hyaline  degeneration  of  the  arteries  and  fibrous  tissue 
progresses  with  age,  and  in  very  advanced  age  striking  examples 
of  this  degeneration  are  found. 

(5)  Fatty  degeneration  of  the  cellular  skeleton  occurs  fairly 
often,  and  is  evidently  dependent  upon  the  deficient  nutrition  of 
the  ovary. 

(6)  A  direct  connection  between  degeneration  of  the  vessels 
and  diminution  in  function  of  the  ovaries  is  not  substantiated, 
for  the  ovary  becomes  limited  in  function  when  there  are  still 
but  few  vessels  affected  by  degeneration  and  therefore  at  a  time 
when  its  nutrition,  is  but  little  altered.  The  nervous  system 
plays  the  chief  part  in  the  complex  process. 


The  Suture  of  the  Abdominal  Walls  after  Section  of  the 
Abdomen.  By  F.  Kehrer  (Heidelberg).  Centralblatt  fur 
Gyndkohgie^  October  31,  1896. 

The  method  described  has  been  used  by  him  since  1894. 

In  girls  and  nulliparae  and  sometimes  in  parous,  the  white 
line  forms  a  thin  membrane  lying  in  the  sagittal  axis.  The 
other  condition  is  rare  in  girls  and  common  in  women  who  have 
had  children,  here  the  membrane  lies  in  the  coronal  axis.  It  is 
evident  that  the  membrane  is  much  easier  stretched  laterally 
than  from  before  back.  The  rectal  muscles  oppose  the  widening 
of  the  white  line.  The  sheaths  of  the  recti  also  limit  the  separa- 
tion of  the  recti  by  the  oblique  and  transversalis  muscles. 
Hence,  three  things  are  necessary  for  perfect  union  of  abdominal 
wounds : — (i)  formation  of  the  non-vascular  layer  between  the 
recti  in  the  sagittal  and  not  in  the  coronal  plane ;  (2)  preserva- 
tion of  the  recti ;  (3)  preservation  of  their  sheaths. 

It  is  requisite  to  have  these  aims  in  view  before  making  the 
incision.    The  skin  and  subcutaneous  tissue  are  divided  down  to 
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the  white  line,  and  then  the  sheath  of  one  of  the  recti  is  cut 
through  close  to  the  white  line,  the  muscle  is  spared  and  so  is 
the  sheath  of  the  other  muscle.  When  the  white  line  is 
stretched  laterally,  the  white  line  is  itself  cut  through  in  the 
middle.  The  transversalis  fascea  and  the  peritonemn  are  then 
divided,  and  the  sub-peritoneal  fat  is  removed  for  about  half  an 
inch  round  to  prevent  its  interfering  with  union.  Sterilised  silk 
sutures  with  a  curved  needle  in  each  end  are  used  for  suturing. 

The  peritoneum  and  transversalis  fascea  and  the  posterior 
layer  of  the  cut  sheath  are  drawn  out  with  forceps,  the  central 
part  of  the  rectus  is  pushed  aside,  and  the  anterial  layer  of  the 
sheath  is  seized  and  caught  with  catch  forceps  together  with  the 
posterior  layer.     Another  forceps  picks  up  the  white  line  and 
adjacent  unopened  sheath  of  other  rectus.    One  needle  is  then 
passed  from  within  out  through  peritoneum  transversalis  fascea, 
of  the  two  layers  of  the  opened  rectal  sheath,  and  then  carried 
across  to  the  other  surface  of  incision  and  passed  though  sub- 
cutaneous cellular  tissue,  and  the  skin.    The  second  needle  is 
passed  through  peritoneum,  transversalis  fascia,  unopened  sheath 
^sparing  the  muscle)  and  then  carried  like  the  first  one  across  to 
the  other  side  through  cellular  tissue  and  skin.    This  causes  a 
figure  of  8  suture.    The  lower  loop  is  drawn  tight  first  and  then 
the  upper  loop  is  drawn  tight  and  tied.     The  sutures  are  passed 
from  above  down  at  intervals  of  one-third  of  an  inch  and  are  left 
in  for  ten  to  fourteen  days. 

The  resulting  union  is  excellent. 

Changes   after    Operative   Removal  of  the  Ovaries    and 

LIKEWISE  after  NaTURAL  AtROPHY  OF  THE  OVARIES  IN  OlD 

Women.    Munchcner  Medizinische  Wochenschfifi,  Sept.  8, 1896. 

These  patients  complain  above  all  of  heaviness  and  fiux  of 
blood  to  the  head,  noises  in  the  ears  and  vertigo,  sensations  of 
itching  and  pricking  in  the  skin,  sudden  heats  in  the  head  with 
flushings  of  the  face  and  neck  and  marked  perspirations ;  their 
mental  disposition  is  often  much  changed,  at  times  they  lose  all 
interest  in  life  or  they  suffer  from  causeless  terrors. 

For  the  removal  of  these  afflictions  so  far  the  custom  has 
been  to  use  baths,  blood  letting,  laxative  aperients,  and  very 
rarely  galvanisation  of  the  sensory  nerves  ;  but  as  the  results  of 
treatment  have  not  been  very  successful,  it  is  highly  desirable 
that  further  research  should  be  made  in  this  direction. 

Seeing  that  the  congregation  of  symptoms  after  removal  of 
the  ovaries  has  great  resemblance  to  the  complex  symptoms  met 
with  after  removal  of  the  thyroid  glands,  Werth  (Kiel)  had  the 
notion  to  use  the  same  treatment  for  both  conditions ;  in  other 
words  to  feed  the  patients  with  the  substance  of  the  (desiccated) 
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organs,  that  is,  in  this  case  with  ovarian  tissue.  With  this  viev 
he  requested  Merck  to  prepare  tabloids  from  the  fresh  ovari^  of 
cows  (Ovariin- Merck),  and  these  were  given  to  the  out-patient 
cases  in  Werth's  clinic  and  the  observations  were  made  by  Dr. 
Mond.  The  patients  each  took  six  to  10  tabloids  a  day.  There 
were  no  unpleasant  accessory  symptoms  in  any  case,  altboqgh 
carefril  observations  were  made  of  the  action  of  the  heart,  tibe 
temperature,  the  urine,  &c.  Often  after  two  or  three  days  when 
twenty-four  to  thirty  tabloids  had  been  taken,  a  certain  improve- 
ment came  on,  for  instance,  the  groundless  fears  disappeared; 
after  ten  to  twelve  days  (after  about  100  tabloids  or  about  twelve 
grammes  of  desiccated  ovaries)  all  the  morbid  conditioDS 
vanished  almost  completely. 

As  a  test  of  the  action  of  these  tabloids,  similar  tabloids  to 
all  appearance  and  taste  were  given  to  the  patients.  The  secood 
tabloids  contained  no  ovarian  matter,  and  in  every  case  but  one 
they  had  no  curative  action,  and  when  the  real  tabloids  were 
renewed  the  symptoms  quickly  improved.  Hence  there  is  d 
possibility  of  ascribing  the  beneficial  results  of  the  latter  to 
suggestion.  The  weak  side  of  this  treatment  is  that  it  is  only 
temporary  and  does  not  prevent  recurrence  of  the  s3miptoms. 

To  keep  up  the  curative  effect  it  is  advisable  to  continue  the 
tabloids  but  in  less  numbers,  about  four  a  day.  Seeing  the 
morbid  symptoms  which  arise  after  removal  of  the  o\'anes,  it 
would  be  well  if  surgeons  spared  them  as  much  as  possible,  or 
at  any  rate  portions  of  them,  for  it  is  also  seen  clinically  that 
small  bits  of  ovary  are  sufficient  to  prevent  the  onset  of  cachexia 
ovaropriva.  F.  E. 


Posterior  Vaginal  Cceliotomy  in  Tuberculous  Ascites.    By 
LoHLEiN.     Therap,  Wcknschr.  xxxviii.,  1896. 

It  is  a  question  whether  it  is  not  better  to  open  the  abdominal 
cavity  from  the  posterior  vaginal  vault  rather  than  by  abdominal 
laparotomy  in  dealing  with  tuberculous  ascites.  Lohlein  has 
done  so  twice  with  good  results,  draining  Douglas*  pouch  for  the 
first  few  days  with  a  strip  of  iodoform  gauze.  The  advantages 
of  the  method  are  the  complete  and  fundamental  evacuations  of 
the  fluid  and  the  facility  of  drainage.  The  question  whether, 
when  necessary,  the  diseased  adnexa  can  be  removed  quite  as 
safely  in  this  way  as  by  incision  of  the  abdominal  walls,  is  one 
of  great  importance  that  cannot  be  absolutely  affirmed.  Lohlein 
insists  that  in  any  case  provisional  care  should  be  taken,  so  that  if 
the  vaginal  way  prove  uncertain  or  dangerous,  the  operator  can 
proceed  to  abdominal  laparotomy  without  material  delay. 
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Posterior  Vaginal  Cceliotomy.    By  Mackenrodt.     Volkmann 
Samnd.y  No.  156,  1896.     {N.Y.  Med,  Rec.,  July  11,  1896.) 

In  operations  on  the  uterus  and  its  adnexa,  Mackenrodt  has, 
since  S^tember,  1894,  opened  the  posterior  vaginal  vault  and 
Douglas'  pouch.     He  gives  details  of  the  first  22  cases,  including 
3  for  perimetritis  chronica  adhesiva,  4  for  perimetritis  chronica 
adhesiva  with  hydrosalpinx  and  ovaritis,  5  for  the  removal  of 
purulent  appendages,  6  tubal  pregnancies,  and  3  ovarian  cysto- 
mata  (2  multilocular).     The  technique  of  the  operation  is  fully 
described.      After    curetting  the  uterus  the  vaginal   vault    is 
opened  by  a  transverse  or  longitudinal  incision,  or,  in  the  case  of 
large  tumours,  by  both  combined.    Two  fingers  are  introduced 
into  the  peritoneum  to  examine  the  pelvic  organs,  while  counter- 
pressure  is  appUed  by  the  other  hand  on  the  surface  of  the 
abdomen.      Adhesions    and    agglutination  are  then    separated 
bi-manually  or  under  view,  diseased  adnexa  drawn  into  the 
vagina  and  removed  after  ligature  or  clamping.    The  wound  is 
diminished  by  interrupted  suture  and  drained  by  a  strip  of 
iodoform  gauze.     All  the  cases  recovered.     From  Mackenrodt's 
point  of  view,  apart  from  "primitive"  experiments,  and  more 
recent  isolated  operations,  this  is  to  be  accepted  as  a  new 
method,  but  there  is  nothing  really  new  in  the  technique  or  cases  ; 
among  others  Laroyenne,  at  Lyons,  has  been  operating  on  pelvic 
suppurations    and    extra-uterine   pregnancies  by  the  posterior 
vaginal  vault,  and  Mackenrodt's  new  method  is  practically  the 
same  as  Pryor,  of  New  York,  advocates  and  illustrates  with  53 
cases. 

Retrofixatio-Colli  versus  Ventro-Vesico-Vagino-Fixatio. 
Corporis  Uteri.  By  Pagenstecher.  Hon.-Schr.  /.  Geb.  u. 
Gyn,^  iv.,  2.,  p.  115,  1896. 

Considering  Mackenrodt's  vesico-fixation  unreliable,  because 
if  pregnancy  occurs  the  excavatio  vesico-uterina,  obliterated  by 
the  operation,  is  restored,  and  relapse  easily  happens,  Pagen- 
stecher has  returned  to  retrofixatio-coUi  uteri,  and  his  method 
aims  at  completely  disposing  of  the  floor  of  Douglas'  pouch  and 
at  deriving  the  backward  traction  from  a  point  so  high  that  the 
cervix  comes  to  lie  a  little  below  the  transverse  axis  of  the 
uterus. 

He  divides  the  posterior  vaginal  wall  to  the  extent  of  from 
5  to  6  cm.,  opens  Douglas'  pouch,  and  while  the  uterus  is  forcibly 
^ept  b  anteversion,  stitches  the  posterior  vaginal  wall  to  the 
posterior  wall  of  Douglas'  pouch,  working  on  a  finger  introduced 
into  the  rectum.  Five  stitches  are  introduced  in  this  way,  a 
^gher  portion  of  the  rectal  wall  being  pressed  forward  for  each 
one  m  succession.     Finally  a  thin  strip  of  gauze  is  shoved  into 
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the  abdominal  cavity,  and  the  vagina,  especially  the  anterior 
fornix,  is  firmly  plugged.  The  tampon  and  gauze  are  removed 
in  forty  hoiurs.  After  three  weeks  a  Thomas'  pessary  is  intro- 
duced, but  the  stitches  are  not  removed  for  six  weeks.  Up  to  the 
present  the  result  was  good  in  the  single  case  operated  on. 


Pan-Hystbrectomy.     By  M.   A.   O'Sullivan,   L.R.C.P.,  &c. 
Australian  Medical  Gazette,  November  20,  1896. 

Mr.  O'Sullivan,  after  having  been  a  strong  advocate  of 
Schroeder's  operation  for  supra-vaginal  amputation  with  ligature 
of  the  uterine  arteries  and  intra-peritoneal  treatment  of  the 
stump,  gives  entire  approval  to  the  great  change  that  has  occurred 
during  the  past  few  years  in  favour  of  complete  extirpation. 
He  has  devised  a  vaginal  forceps  and  director,  which  he  thinks 
have  assisted  him  very  much.  The  steps  of  the  operation  as  he 
performs  it  are  as  follows : — A  Sim's  speculum  was  passed  and 
the  vagina  thoroughly  scrubbed  with  a  i  in  500  perchloride 
solution.  The  cervix  was  now  grasped  with  the  "  combined 
vaginal  forceps  and  director,"  the  blades  of  which  were  firmly 
locked,  and  the  patient  returned  to  the  supine  position.  The 
abdomen  was  opened  by  a  free  incision,  extending  from  above 
the  umbilicus  to  within  a  short  distance  of  the  pubis,  and  the 
tmnour  "  delivered  " — this  being  very  materially  facilitated  by 
an  assistant  steadily  pushing  the  tumour  and  uterus  towards  the 
abdominal  cavity,  on  the  forceps  and  director,  within  the  cup- 
shaped  end  of  which  the  cervix  sits,  firmly  held  ;  and  here,  too, 


:: 


Total  Abdominal  Extirpation  of  the  Uterus:  its  Tech- 
nique. By  L.  Landau  (Berlin).  CentraXbl.  fikr  Gynak.^ 
No.  23,  p.  689. 

The  comprehension  of  the  entire  ligament  en  masse  in  one 
ligature,  and  still  more  the  dragging  of  the  pedicle  down  into  the 
vagina  after  the  removal  of  the  adnexa  is,  in  Landau's  opinion, 
a  drawback   to   Doyen's  method,  and  to  remedy  this  evil  he 

has,  on  the  suggestion  of  his  assistant,  in  two  cases  modified  the  I 

operation  in  the  following  way :  Without  any  preventive  clamps  \ 

or  ligatures  he  amputates   the  myomatous  uterus  at  the  locus  j 

of  election  in  the  cases  referred  to  by  incisions  from  the  insertions  | 

of  the  tube  to  the  bases  of  the  broad  ligament ;  the  spouting  vessels  J 

are  secured  separately,  and  the  slit  in  the  peritoneum  as  neatly  | 

stitched  up  as  the  external  skin  after  amputation  of  a  limb  or  ] 

a  mamma.     In  both  instances  he  obtained  an  excellent  result,  and  ] 

somewhat  confidently  asserts  that  this  is  the  one  proper  method  ' 

of  abdominal  total  extirpation  of  the  uterus.  J.  J.  M.  } 
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I  would  claim  that  there  is  a  decided  advantage  in  being  able  to 
dispense  vrith  —  in  many  cases  —  the  ponderous  prehension 
forceps,  generally  used  for  elevating  uterine  fibroids  through  the 
abdominal  wound  during  operation,  and  so  prevent  the  annoying 
haemorrhage  which  sometimes  takes  place  from  forceps  punc- 
tures of  such  tumours.  The  broad  ligaments  were  divided 
between  two  rows  of  ligatures,  and  the  usual  peritoneal  flaps 
dissected  down  off  the  anterior  and  posterior  siurfaces  of  the 
uterus  with  bliint  scissors  and  finger.  The  uterine  arteries  were 
oow  easily  picked  up  on  an  aneurism  needle  and  secured — out- 
side the  reflected  peritoneum.  The  vagina  was  now  fearlessly 
opened  by  running  a  knife  around  the  cervix,  within  the  hollow 
of  the  vaginal  director,  which  was  still  steadied  by  an  assistant 
and  easily  felt.  Now,  instead  of  suturing  the  peritoneal  flaps 
af^  the  manner  of  Martin,  Treves,  Smith,  and  others,  and  as  I 
have  done  myself  in  seventeen  cases,  I  passed  about  half  a  dozen 
long  silk  sutures  through  the  edges  of  the  peritoneal  flaps  and 
drew  them  into  the  vagina,  as  suggested  by  Bowreman  Jessett, 
thus  completely  closing  the  peritoneal  floor.  With  a  Sim's 
speculum  the  vagina  was  now  well  packed  with  iodoform  gauze> 
&Tn  traction  being  kept  up  on  the  flap  sutures  during  the  pack- 
ing. The  abdominal  wound  was  closed  with  deep  silkworm-gut 
and  superficial  horse-hair  sutures.  I  may  be  allowed  to  say 
here  that  whenever  I  have  thought  it  advisable  to  drain  the 
peritoneal  cavity,  after  pan-hysterectomy,  I  have  generally  done 
so  with  a  Keith's  tube,  passed  per  vaginaro,  between  the  edges 
of  the  peritoneal  flaps.  In  a  few  cases  I  have  used  a  strip  of 
sterilised  iodoform  gaiize,  with  the  best  results.  The  bowels 
were  freely  opened  on  the  second  day  with  mag.  sulph.,  supple- 
mented by  irrigation  of  the  lower  bowel.  The  packing  /vaginal) 
was  removed  on  the  fourth  and  the  sutures  on  the  eighth  day. 
The  patient  made  a  perfect  recovery.  F.  F.  S. 

On  (Artificial)  Stricture  of  the  Vagina  (for  Prolapse). 
By  Flatau.     Mon.  Schr.  f.  Geb,  «.  Gyn.,  p.  177,  1896. 

The  operation  recently  recommended  by  Freund  for  the  cure 
or  retention  of  extensive  prolapse,  especially  in  old  women,  by 
inserting  a  number  of  silver  wire  sutures  so  as  to  draw  the 
vaginal  walls  closer  together,  has  had  little  permanent  success. 
This  Flatau  attributes  to  the  excessive  constriction  causing 
necrosis,  to  infection  (to  which  the  entrances  and  exits  of  the 
rings  gave  admission),  and  to  the  mode  of  suture  itself.  He  has, 
therefore,  adopted  the  following  plan :  at  the  three  points  where 
the  suture  next  the  portio  is  to  enter  and  emerge,  he  raises  a 
small  flap  of  the  vaginal  mucosa,  and  then,  after  carrying  the 
wire  round  the  vagina  in  and  out  of  these  points  with  a  slightly 
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curved  needle,  tightens  and  secures  this  first  suture  and  stitches 
the  flaps  in  their  places  with  catgut.  The  other  two  wire 
sutures  are  introduced  in  the  same  way.  After  two  or  three 
days  in  bed  the  patients  (3)  were  discharged  and  are  reported 
well. 

Report  on  109  Cases  of  Radical  Operations  in  Chronic 
Purulent  or  Inflammatory  Disease  of  Both  Adnexa. 
By  L.  Landau.    BerL  kl,  Wchns,  xxxii.,  38,  1895. 

Only  one  of  these  women  died  (from  putrid  peritonitis)  ;  of 
the  other  108,  many  of  whom  had  been  ill  for  years,  every  one 
was  relieved  from  great  suffering  and  enabled  to  foUoiv  her 
occupation. 

The  bladder  and  ureter  were  injured  in  one  case,  and  the 
intestine  in  five,  but  with  the  exception  of  one  fistula  of  the 
colon  through  the  vaginal  vault,  every  accidental  injury  was 
remedied  by  immediate  or  subsequent  operation. 

Radical  Abdominal  Operations  for  Inflammatory  Disease 
OF  the  Adnexa.  By  Bliesener  (Coin).  Hon.-Sckr.  /. 
Geb,  u.  Gyn.y  pp.  15-144,  1896. 

Leaving  the  uterus  behind  in  operating  for  inflammatory 
disease  of  the  adnexa  is  often  followed  by  such  disadvantages  in 
the  form  of  fluor,  haemorrhage,  exudation  from  the  stump,  or 
displacement,  that  since  April,  1895,  Bardenheuer,  to  make  the 
palliative  treatment  of  severe  troubles  or  proved  suppuration  in 
the  adnexa  as  complete  as  possible,  has  extirpated  the  uterus  by 
laparotomy.  His  method  consists  in  the  formation  of  a  peri- 
toneal roof  to  close  the  pelvic  wound,  which  he  drains  by  a 
vaginal  tampon.  The  advantages  of  this  radical  laparotomy  are 
the  more  assured  completeness  of  the  operation  and  the  facility 
in  preventing  haemorrhage,  the  exclusion  of  the  wounded  sur- 
faces from  the  peritoneal  cavity,  which  is  a  preventive  of 
adhesions  or  infection,  and  the  avoidance  of  accidental  injury  to 
the  neighbouring  organs.  Anamneses  in  tabular  form  are  given. 
Of  forty  cases  operated  on  two  died  (one  from  peritonitis,  the 
other  from  injury  to  a  ureter  and  secondary  extirpation  of  the 
kidney) ;  all  the  rest  recovered,  and  with  the  exception  of  two 
hysterical  cases  are  relieved  from  their  sufierings. 

The  Statics  of  the  Pelvic  Organs,  Especially  in  Regard 
TO  Vaginal  Prolapse  and  its  Cure — Cystocble- 
Elevation.     By   M.  v.  Arx.     Corr,   BL  /.   Sckw.  AerzU,, 

After  a  very  complete  essay,  with  illustrations,  upon  the 
statics  of  the  pelvic  organs,  the  author,  in  order  to  remove  the 
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static  element  that  plays  the  principal  part  in  the  origin  of 
prolapse  of  the  vagina,  proposes  to  make  the  prolapsed  wall  of 
the  bladder  the  point  of  attack  in  operating. 

An  incision  is  made  round  the  portio  somewhat  more  extensive 
in  the  anterior  vault  than  in  the  posterior,  the  bladder  detached 
and  made  as  movable  as  may  be,  so  that  by  the  formation  of  an 
anterior  fold  and  its  elevation  on  the  stump  of  the  cervix,  the 
cystocele  completely  vanishes.  The  posterior  wall  of  the  bladder 
is  now  seized  in  two  or  three  transverse  folds  and  stitched  fast 
to  the  cervix.  V.  Arx  considers  this  method  of  folding  the  floor 
of  the  bladder  and  elevation  of  the  cystocele,  as  the  simplest 
and  surest  operation,  and  the  one  which  is  best  adapted  to  ail 
cases  of  vaginal  prolapse. 

The  Value  and  Technique  of  Exploratory  Curettage.     By 
Gessner.     ZtscJtr,  f,  Geb,  u.  Gyn,,  p.  307,  1896. 

The  question  whether  a  sure  diagnosis  of  malignant  disease 
can  be  acquired  from  small  fragments  of  tissue  cannot  be  decided 
on  theoretical  grounds,  but  practical  experience  leads  Gessner 
to  believe  that  the  method  is  useful.     In  the  Berlin  University 
frauen-klinic,  a  diagnosis  of  malignant  disease  of  the  corpus  uteri 
has  been  made,  and  the  organ  extirpated  in  fifty-eight  cases  since 
January   i,   1890.     In  eleven  carcinoma  could  be  distinctly  felt 
through  the  dilated  cervix,  in  the  three  others,  in  which  the 
finger  could  reach  the  new  growth,  the  disease  was  sarcoma. 
In  forty-one  the  diagnosis  was  made  by  exploratory  curettage. 
In  other  words  for  the  last  five  years  diagnostic  palpation  of  the 
uterine  cavity  in  malignant  disease  has  practically  been  aban- 
doned.    In  four  instances  the  diagnosis  was  wrong,  in  so  far 
that  the  carcinoma  did  not  affect  the  corpus  but  the  cervix  uteri. 
The  details  of  the  other  thirty- seven  cases  are  given,  and  in  all 
of  them  the  justice  of  the  diagnosis  made  on  the  ground  of  the 
exploratory  curettage  was  verified,  and  after  discussing  the  four 
cases  of  carcinoma  of  the  cervix  supposed  to  be  of  the  corpus, 
Gessner  concludes  that  greater  scope  must  be  given  to  curettage 
of  the  cervix  for  diagnostic  purposes. 

In  regard  to  the  techniqucy  Gessner  in  the  first  place  insists 
on  the  observance  of  every  antiseptic  precaution.  Anaesthesia 
is  useful  though  not  always  indispensable.  In  order  to  curette 
the  entire  cavity  it  is  often  necessary  to  dilate  the  cervix,  so  that 
the  curette,  and  subsequently  an  irrigation  catheter,  can  glide 
easily  into  the  cavity.  He  prefers  the  curette  to  the  sharp 
spoon.  No  decided  conclusion  can  be  drawn  unless  the  whole 
interior  has  been  carefully  scraped  and  every  fragment  so  removed 
examined  under  the  microscope.  The  fragments  freed  from 
adherent  blood  are,  after  taking  off  superfluous  water,  placed  in 
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absolute  alcohol,  set  in  liver,  and  sections  made  with  a  rsizor 
stained  with  alum  carmine.  Exploratory  curettage  in  the  way 
described,  Gessner  asserts,  is  without  danger  and  easily  per> 
formed,  and  yields  most  reliable  information,  not  only  equal  to 
those  given  by  palpation,  but  better,  inasmuch  as  by  it 
malignant  growths  can  be  recognised,  which  could  never  be 
detected  by  palpation. 

On  Intestinal  Paralysis  after  Operations  in  the  Ab- 
dominal Cavity.  By  Engstrom  (Helsingfors).  Zcitsckr.  /. 
Geb.  u.  Gyn.,  xxxvi.,  p.  399. 

Nothing  certain  is  yet  known  of  the  causes  of  the  intestinal 
paralysis  without  co-existent  peritonitis  which  occurs  after  opera- 
tions.  Olshausen  believes  that  when  the  bowel  is  paralysed, 
death  is  the  result  of  the  reabsorption  of  toxic  matter  derived 
from  the  decomposition  of  the  contents  of  the  bowel.  Other 
authors  attribute  the  condition  to  acute  or  virulent  septic  infec- 
tion. Engstrom  has  had  four  fatal  cases  of  intestinal  paralysis 
after  operation,  which  ran  their  coiurse  without  any  peritonitis, 
and  these  cases  have  strengthened  him  in  the  opinion  that  all 
the  symptoms  of  intestinal  paralysis  may  occur  without  th^e 
being  any  reason  to  suppose  that  infection  occurred  during  the 
laparotomy.  It  is  true  that  he  is  not  able  to  offer  any  satis- 
factory explanation  for  the  existence  of  this  condition.  He 
incriminates  the  insult  to  the  mesentery  during  the  operation, 
the  generally  injurious  effect  of  this  upon  the  system,  the  action 
of  saline  laxatives  and  a  "  nervous  "  disposition  on  the  part  of 
the  patient.  All  these  causes  often  exist  without  inducing 
paralysis  of  the  intestine,  so  that  we  are  not  much  wiser. 
Treatment  is  on  the  whole  rather  hopeless ;  he  attributes  most 
importance  to  nourishing  the  patient,  if  necessary  by  the  rectum, 
and  to  stimulation. 

On  the  Temporary  Intra-abdominal  Compression  of  the 
Aorta  or  of  its  Larger  Branches  in  certain  Pelvic 
OR  Abdominal  Operations.  By  Lennander  (Upsala). 
Centralbt.f.  Gyndk,,  No.  17,  p.  450. 

In  operating  for  a  bilateral  ovarian  cyst  with  manifold 
adhesions,  Lennander  got  his  assistant  to  apply  digital  pressiure  to 
the  aorta  for  three-quarters  of  an  hour.  The  haemorrhage  was 
arrested  and  the  tumours  and  uterus  were  extirpated  without 
any  loss  of  blood  worth  mentioning.  When  the  compression 
was  removed  the  patient  lost  colour,  and  her  pulse,  which  till 
then  had  been  good,  became  small  and  frequent,  but  recovered 
after  injections,  subcutaneous,  of  camphor,  and  intravenous  of 
normal  salt  solution.  Recovery  was  delayed  by  pneumonia,  but 
was  ultimately  complete. 


Summary  of  Gynecology ^  incltuiing  Obstetrics,      265 

With  the  view  of  such  temporary  compression,  Lennander 
has  made  a  special  study  of  the  relations  of  the  arteries  in  the 
peritoneal  cavity,  and  believes  that  the  common  iliac,  the 
hepatic,  the  splenic  and  the  renal  arteries  can  be  thus  compressed 
quite  satisfactc^y  for  operations  on  the  organs  to  which  they 
minister. 

Abdominal  Section  from  the  Standpoint  of  Intra-Pbri- 
TONEAL  Drainage.  By  J.  G.  Clark  (Johns  Hopkins 
Hospital).  Amer,  Jow.  of  UbstetricSf  April,  1897,  PP«  4^^  suid 
650. 

In  a  comprehensive  review  of  1,700  cases  of  laparotomy,  the 
author  comes  to  the  conclusion  that  the  indications  for  the  use  of 
intra-peritoneal  drainage  will  become  more  and  more  limited. 
The  presence  of  a  drain  in  the  peritoneal  cavity  disturbs  normal 
circulation,  excites  inflammation  in  its  immediate  neighbour- 
hood, and  by  setting  up  a  rampart  of  adhesions,  &c.,  prevents  a 
large  part  of  the  peritoneal  surface  from  sharing  in  the  work  of 
absorption  ;  moreover,  drainage  may  constitute  a  source  of  infec- 
tion and  favour  the  formation  of  abscess  and  hernia,  and  even  a 
strip  of  gauze  has  the  same  disadvantages  as  a  tube  of  glass  or 
india-rubber. 

As  conditions  in  which  drainage  may  properly  be  employed, 
Clark  points  out  cases  of  appendicitis  with  diffuse  inflammation, 
abscess  or  perforation ;  limited  foci  of  suppuration  in  the  pelvis 
in  which  evacuation  by  the  vagina  is  to  be  preferred  ;  and  opera- 
tions for  intestinal  fistulas,  in  which  gauze  should  be  used,  and 
ioT  purulent  peritonitis,  when  free  openings  should  be  made  on 
both  sides  as  well  as  in  the  median  line. 

Finney  has  lately  reported  five  cases  of  purulent  peritonitis 
he  treated  successfully  in  the  Johns  Hopkins  hospital,  by  wiping 
away  all  exudation  and    pus,  and  mechanically  cleansing  the 
witire  peritoneal  investment  of  the  abdominal  cavity  and  intes- 
tines, and  closing  the  abdomen  without  inserting  any  drain.     If 
drainage  be  not  employed,  it  is  more  desirable  to  observe,  if 
possible,  more  strictly  all  the  rules  for  the  asepsis  of  the  hands, 
instruments,  and  field  of  operation,  and  for  the  absolute  arrest 
of  haemorrhage,  the  avoidance  of  any  stretching  or  bruising  of  the 
tissues,  the  closing  of  the  abdominal  cavity  during  the  operation, 
and  the  protection  and  preservation  of  the  serosa.     It  is  also  well 
to  flush  the  cavity  with  the  normal  salt  solution,  and  to  encourage 
resorption  by  introducing  one  or  two  pints  of  the  same  solution 
into  the  peritoneum  before  completely  closing  the  abdomen,  and 
by  elevating  the  pelvis.     The  beneficial  action  of  this  so-called 
postural    drainage    is    illustrated    by  cases  in  which    it    was 
employed  as  a  prophylactic  measure ;   it  is  not  indicated  when 
peritonitis  exists. 
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Baldy  {Artur,  GynacoL  and  Obstet.  Jour.^  of  May,  1897, 
comes  to  the  same  conclusions  as  Clark ;  he  does  not  employ 
drainage  in  more  than  from  5  to  10  per  cent,  of  all  his  laparo- 
tomies. In  a  discussion  of  the  Philadelphia  Obstetric  Society, 
March  9,  1897,  Norris  and  Noble  supported  the  same  opinion, 
while  Price  adhered  to  the  established  practice  as  to  drainage. 

On  the  Destruction  of  the  Endometrium  by  Hot  Irriga- 
tion. By  Schick  (Prague).  Ccntralhl,  fur  Gynak.^  No.  23, 
p.  695. 

In  cases  of  obstinate  uterine  haemorrhage,  not  otherwise  to  be 
relieved  except  by  extirpation  of  the  organ,  such  as  the  so-called 
preclimacteric,  and  the  flooding  associated  with  myomata,  Schick, 
after  some  experiments  on  extirpated  uteri,  has  tried  in  four  in- 
stances to  destroy  the  endometrium  by  boiling  water  introduced 
into  the  uterus  through  a  Bozemann-Filtsch  catheter,  the  vagina 
and  vulva  being  protected  by  constant  irrigation  with  ice-cold 
water.  The  irrigation  was  kept  up  for  half  a  minute  only.  The 
first  case  was  unsuccessful,  the  other  three  turned  out  well. 
Schick  admits  that  he  has  not  yet  succeeded  in  completely 
destroying  the  endometrium,  but  attributes  his  failure  to  the 
shortness  of  the  time  during  which,  for  prudential  reasons,  the 
application  was  applied,  and  recommends  his  method  for  further 
proof. 

Hernia  of  the  Ovary  in  Childhood.  By  Menci&re.  Revue 
mens,  des  mal,  de  renfance,  June,  1897. 

Compared  with  adult  cases  hernia  of  the  ovary  is  extremely 
rare  in  children,  and  in  addition  to  4  cases  of  his  own  the 
author  has  only  been  able  to  find  7  others  recorded.  All  n 
were  inguinal,  9  were  on  the  left  and  2  on  the  right  side,  and  in 
one  instance  the  uterus  as  well  as  both  tubes  and  ovaries  lay  in 
the  sac.  Cure  resulted  in  10  cases,  in  8  by  radical  operation,  in 
2  by  bandaging. 

Prolapsus  Uteri  Completus  Neonati  :  Spina  Bifida.  By 
Krause  (Warsau).     CentralbL  f,  Gyndk^  No.  16,  p.  422. 

The  child  of  a  healthy  II. -para  at  full  term,  exhibited  at 
birth  a  spina  bifida,  a  prolapse  of  the  rectum,  and  complete 
prolapse  of  the  uterus.  It  succumbed  to  the  eflfects  of  an  opera- 
tion on  the  spina  bifida,  fourteen  days  after  birth  and  eight  after 
the  intervention.  No  autopsy  could  be  obtained.  Four  cases 
of  prolapse  of  the  uterus  in  the  newborn  have  been  recorded  by 
Quisling,  Schaeflfer,  Heil  and  Monro,  and  all  children  had  also 
spina  bifida.     Krause  supposes  that  in  such  condition  the  nourish- 
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ment  of  the  pelvic  organs  is  impaired,  the  fatty  tissue  disappears^ 
and  the  entire  apparatus  for  the  support  of  the  uterus  is  relaxed. 

J.  J.  M. 

Vaginal  Cystocele,  Its  Anatomical  Causation  and  Its 
Cure.  By  Dr.  Gerstung.  Ctntralblatt  fiir  Gyndkologky 
February,  1897. 

He  finds  that  the  bladder  normally  rests  on  the  vesico- vaginal 
fascia,  which  is  somewhat  cup-shaped,  and  cystocele  is  the  result 
of  either  laceration  or  extreme  stretching  of  this  fascia.  Hence 
the  chief  indication  for  the  removal  of  vaginal  cystocele  is  to  re- 
establish the  vesico- vaginal  fascia  in  its  entirety.  This,  he  says, 
is  easily  done  by  suturing  the  torn  or  over-extended  fascia. 

As  a  rule  the  great  majority  of  specialists,  when  dealing  with 
cystocele  vaginalis,  make  use  of  anterior  colporrhaphy,  under  the 
impression  that  it  is  the  anterior  vaginal  wall  which  sustains  the 
bladder  in  its  place. 

The  author  is  against  this  operation  as  not  being  suitable  to 
the  anatomical  conditions.  He  recommends  that  the  anterior 
vaginal  wall  be  split  in  its  whole  length,  and  then  the  part  of 
the  bladder  wall  which  prolapses  should  be  pushed  towards  the 
iaterior  of  the  bladder,  then  by  means  of  numerous  sutures  the 
paravesical  cellular  tissue  or  fascia  should  be  drawn  together  so 
as  to  form  a  long  fold  or  plait,  which  will  form  a  sure  support 
for  the  vesical  wall ;  the  vaginal  incision  is  closed,  and  thus 
finishes  off  this  uncomplicated  operation. 

F.  E. 

EiNE  Neue  Behandlung  der  Gebarmutterfibrome,  a  New 
Treatment  op  Uterine  Myoma.  (Von  Prof.  Dr. 
HowiTZ,  in  Kopenhagen).  Dcf  Frauenzarly  1897,  Heft  4, 
April. 

In  a  short  paper  the  author  considers  the  effect  of  lactation  in 
producing  involution  of  the  uterus  after  parturition  and  its  power 
in  causing  diminution  or  absorption  of  myomata  when  these  are 
present.     He  describes  two  cases  of  large  intra-mural  myoma 
both  treated  at  the  same  time,  and  both  complicated  by  preg- 
nancy.   Both  patients  were  confined  of  living  children,  and  both 
made  a  satisfactory  recovery  from  the  "  lying-in."     One  of  the 
patients  suckled  her  child',  and  in  four  months  her  tumour  had 
diminished  in  size.     The  other  patient  had  but  little  milk  and  did 
not  persevere  with  lactation ;  in  this  case  the  myoma  was  un- 
changed.    From  the  consideration  of  these  and   similar  cases, 
from  the  consideration  of  the  physiological  effect  of  suction  of 
the  nipple  in  producing  contraction  of  the  uterus  and  of  prolonged 
lactation  in  occasionally  causing  atrophy,  the  author  has  been 
induced  to  try  artificial  suckling  or  aspiration  of  the  nipple  in 
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patients  who  are  not  pregnant,  but  who  are  suffering  from 
myoma.  Seven  cases  are  reported :  in  four  of  these  a  secretico 
of  milk  was  induced  by  the  aspiration,  two  refused  to  respond  to 
treatment,  and  in  one  case  the  time  had  been  too  short  for  a 
definite  report.  In  three  of  the  cases  the  tumour  had  decidedly 
decreased  in  size;  in  three  the  measurements  remained  the 
same;  in  only  one  was  there  any  marked  decrease  of  haemor- 
rhage. The  aspiration  in  these  cases  has  been  limited  to  **  from 
five  to  ten  minutes  morning  and  evening,"  but  the  author's 
intention  is  that  such  aspiration  should,  if  possible,  imitate 
closely  the  process  of  natural  suckling,  and  that  accordingly  the 
aspiration  should  occupy  a  longer  time,  and  be  more  hrequentlj 
repeated. 

J.  W.  T. 

A  Method  of  Preventing  Vaginal  Prolapse  following 
Abdominal  Hysterectomy.  By  J.  M.  Baldy,  M.D. 
American  Journal  of  Obstetrics,  January,  1897. 

Baldy  points  out  that  in  this  operation  the  support  given  by 
the  broad  ligaments  to  the  vagina  is  lost,  allowing  of  an  im- 
mediate slight  dropping  down  of  the  upper  part  of  the  vagina. 
This  loss  of  support  to  the  broad  ligaments  is  at  times  greater 
than  the  gain  made  by  getting  rid  of  the  weight  of  the  uterus. 
In  order  to  prevent  this  tendency  towards  prolapse  of  the  vagina, 
Dr.  Baldy  advises  a  variation  in  the  technique  of  the  operation 
as  practised  by  him,  and  which  has  proved,  so  far,  eminently 
satisfactory.  The  points  to  be  observed  are,  "  To  include  both 
the  ovarian  artery  and  the  round  ligament  in  the  first  ligature  on 
each  side  of  the  uterus ;  to  place  this  ligature  as  near  the  pelvic 
wall  as  possible,  so  as  to  leave  but  a  small  amount  of  broad 
ligament  behind  with  the  stump ;  to  place  but  one  other  ligature 
on  each  side  of  the  uterus,  this  ligature  to  include  the  uterine 
artery  with  as  little  other  tissue  as  possible,  this  leaves  both 
broad  ligaments  open ;  to  amputate  the  uterus  as  low  on  the 
cervix  as  possible."  According  to  the  diagrams,  which  arc 
remarkably  clear  and  instructive,  the  sutures  in  the  broad  liga- 
ment are  now  inserted,  and  must  include  the  sides  of  die 
cervical  stump.  "  The  eflfect  of  tying  these  sutures  is  to  lift  up 
the  stump  of  the  cervix  together  with  the  vagina,  and  to  bring 
it  in  close  approximation  with  the  ovarian  stumps,  doubling  the 
opened  broad  ligament  together."  Where  the  whole  of  the 
cervix  is  removed,  the  sutures  must  pass  through  the  upper  end 
of  the  vaginal  wall  instead  of  through  the  cervical  stump. 

Adhesions  take  place  throughout  the  full  extent  of  the 
doubled  broad  ligament,  and  most  surprisingly  firm  support  is 
given  from  above  to  the  vagina.  Over  the  remaining  uncovered 
portion  of  the  cervical  stump  the  peritoneum  is  drawn  by  a  con- 
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tinuous  catgut  suture.     In  the  cases  operated  on  in  this  way  the 
ultimate  results  continue  to  be  good. 

Rapid  Decrease  in  the  Size  op  a  Fibroid  Tumour  of  the 
Uterus  following  its  Treatment  by  Electricity.  By 
A.  Lapthorn  Smith,  M.D.,  M.R.C.S.,  of  Montreal.  Amen- 
can  Journal  of  ObstetricSy  February,  1897. 

The  case  reported  by  Dr.   Lapthom  Smith  is  briefly  as 
follows :  The  patient,  aged  32,  had  had  profuse  menorrhagia  for 
years  past,  and  at  the  time  she  was  seen  her  periods  were  lasting 
over  a  fortnight,  and  the  blood  came  in  large  clots.    There  was 
"a  solid  tumour  as  large  as  the  foetal  head,  in  the  left  and 
anterior  wall  of  the  uterus,"  it  rested  on  the  pelvic  brim  and 
extended  above  the  umbilicus.     From  August  29  to  September 
27  of  last  year  she  received  ten  applications  of  the  galvanic 
current,  positive  intra-uterine,  beginning  with  fifty  and  gradually 
increasing  at   each  siance  till  150  milamp^res  were  given.     At 
the  end  of  September  the  tumour  had  shrunk  to  half  way  between 
the  umbilicus  and  pubis.    There  was  also  a  marked  improve- 
ment in  her  general  health.     From  September  27  to  October  29, 
she  received  sixteen  more  applications,  generally  of  150  milam- 
peres,  each  lasting  five  to  ten  minutes.     By  this  time  the  uterus 
bad  shrunk  to  below  the  level  of  the  pubis,  and  the  patient  could 
take  walks  of  two  or  three  miles  without  fatigue.     She  had  two 
periods  during  the  applications,  the  first  lasted  four  days,  and 
the  second  only  three.    The  patient  then  declared  she  was  cured 
and  went  home.     Her  subsequent  history  has  been  excellent. 

Shall  we  leave  the  Uterus  in  situ  in  Excision  op  the 
Adnexa?  By  £.  F.  Fish,  M.D.  American  youmal  of 
Obstetrics,  February,  1897. 

Dr.  Fish  maintains  that  he  who  argues  that  with  the  tubes 
and  ovaries  removed  the  uterus  has  no  function,  and  should  also 
be  excised,  is  theoretically  correct  but  practically  wrong.    The 
chance  of  destructive  disease    engrafting    itself  on  the  non- 
pathologic  uterus  is  nil,  and  there  is  no  valid  argument  for 
Temovmg  a  normal  uterus  because  its  tributaries  are  effaced. 
He  does  not  believe  that  a  woman  ever  became  insane  from 
the  mere  loss  of  any  or  all  the  organs  of  reproduction.     **  It  is 
not  the  loss  but  the  knowledge  of  the  loss  which  may  lead  to 
mental  depression  and  insanity.**     Excision  of  the  adnexa  for 
TOyotna  uteri  is  only  applicable  for  the  small  interstitial  myoma 
which  causes  haemorrhage,  and  does  not  produce  symptoms  of 
pressure.      He  considers  myomectomy  a   procedure  of   great 
value  for  certain  of  the  benign  fibromata,  and  when  too  much 
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of  the  uterus  is  not  involved  it  should  be  done.  Castration  is 
disapproved  of ;  on  the  contrary,  he  says :  "  I  believe  that 
whenever  the  case  is  not  inoperable,  we  should  resort  to 
myomectomy  or  hysterectomy."  In  cases  of  gonorrheal  pyosal- 
pinx  he  has  had  good  results  by  thorough  curettement  and 
cauterisation,  together  with  excision  of  the  tubes  and  ovaries. 
The  same  obtains  in  cases  of  puerperal  origin. 

After  discussing  the  procedure  in  tubercular  affections  of  the 
uterus  and  in  prolapse  he  draws  the  following  conclusions : — 

(i)  That  whenever  it  becomes  necessary  to  excise  the  uterine 
adnexa,  if  the  uterus  is  sound,  leave  it. 

(2)  Whenever  we  excise  the  tubes  and  ovaries,  and  the  uterus, 
though  in  a  pathologic  condition,  in  our  judgment  will  yield  to 
treatment,  leave  it. 

(3)  Whenever  it  is  necessary  to  do  an  abdominal  hjrstero- 
salpingo-odphorectomy,  and  the  cervix  is  healthy,  do  a  supra- 
vaginal amputation,  as  this  leaves  the  vaginal  vault  intact. 

(4)  Whenever  it  is  necessary  to  do  a  supra-vaginal  amputa- 
tion suspend  the  cervix  to  the  stumps  of  the  broad  ligaments, 
or  anchor  it  to  the  abdominal  wall,  to  prevent  prolapsus  vaginae. 

(5)  Whenever  it  is  necessary  to  do  a  general  ablation,  and  the 
cervix  uteri  is  unsound,  take  the  entire  organ,  because  of  the 
danger  of  carcinoma. 

(6)  Whenever  a  subserous  or  interstitial  myoma  can  be  re- 
moved without  too  great  damage  to  the  uterus,  do  a  myomectomy 
and  leave  the  organ. 

(7)  Whenever  we  excise  the  appendages  and  leave  the  uterus, 
ventral  fixation  is  not  an  unsurgical  operative  conclusion. 

A  Critical  Review  of  1,700  Cases  of  Abdominal  Sectiok 
FROM  THE  Standpoint  of  Intra-Peritoneal  Drainage. 
By  J.  G.  Clark,  M.D.  (Resident  Gynaecologist  in  the  Johns 
Hopkins  Hospital).  Anurican  journal  of  Obsietrics^  April, 
1897. 

This  is  a  most  exhaustive  and  able  paper  and  it  is  a  matter 
for  regret  that  only  a  short  summary  can  here  be  included. 

By  clinical  observation  the  conditions  supposed  to  demand 
drainage  have  gradually  reduced  from  a  formidable  number  to 
a  comparatively  small  one,  and  Dr.  Clark  is  convinced  that  this 
number  is  still  too  large.  A  more  minute  attention  to  the 
smaller  details  of  surgical  operation,  with  a  greater  reliance  upon 
the  ability  of  the  peritoneum  and  general  system  to  eliminate 
infectious  matter,  will  overcome  many  difficulties  which  are  now 
incorrectly  supposed  to  be  obviated  by  drainage.  There  is 
firstly  an  instructive  part  devoted  to  the  general  history  of 
drainage.    Twenty-five  years  ago  it  was  the  accepted  theory 
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that  septicaemia  after  operation,  was  actually  produced  by  the 
absorption  of  a  decomposing  fluid  into  the  blood  from  the  peri- 
toneal cavity.  Hence  arose  the  belief  in  the  necessity  of  drain- 
age. In  reality  it  is  not  the  fluid  in  the  peritoneal  cavity  which 
is  dangerous;  the  danger  lies  in  the  fluid  being  a  possible 
culture  medium  for  infectious  micro-organisms.  In  spite  of 
many  methods  of  drainage,  success  has  not  been  complete ;  it  is 
not  the  methods  that  are  wrong,  but  the  principle. 

In  the  Gynaecological  Report  of  the  Johns  Hopkins  Hospital 
for  1890,  the  conditions  demanding  drainage  were  summariseid  as 
follows : 

(L)  To  provide  a  means  of  escape  for  the  serous  oozing  which 
follows  the  separation  of  broad  adherent  surfaces. 

(ii.)  To  guard  against  septic  peritonitis  from  retained  pus 
from  the  tube,  ovary,  or  other  viscus. 

^.)  To  remove  fluid  in  cases  of  persistent  capillary  haemor- 
rhage. 

(iv.)  To  provide  against  haemorrhage  in  cases  of  hysterectomy 
when  the  pedicle  is  dropped. 

(v.)  To  drain  the  peritoneal  cavity,  and  starve  out  the  disease 
in  cases  of  chronic  or  tuberculous  peritonitis. 

As  a  consequence  of  all  these  indications  73  per  cent,  of  the 
next  hundred  cases  were  drained ;  44  per  cent,  of  these  showed 
some  form  of  organism  in  the  tube,  and  therefore  the  possibility 
of  infection.     Robb  and  Ghristney,  who  made  large  numbers  of 
experiments,  came  to  the  conclusion  that  ''  As  the  drainage  tube 
is  thus  a  source  of  infection,  we  believe  it  explains  the  cause  of 
death  in  many  instances  where  the  patient  has  died  of  sepsis  on 
the  third  or  fourth  day  after  operation."    As  a  result  of  these 
investigations  fewer  cases  were  drained,  and  in  the  fourth  hun- 
dred after  1890,  only  7  were  drained.     Numerous  accidents  were 
attributed  to  the  use  of  the  tube.    Suppuration  of  the  abdominal 
wound — prolonged    convalescence — post-operative  abscesses  in 
the  track  of  the  tube,  localised  abscesses  at  the  bottom  of  the 
tube  requiring  a  second   operation,  and  lastly,  hernia  of  the 
cicatrix.     "  Later,'*  Dr.  Clark  says,  "  the  great  frequency  of  the 
infection    of    the    drains,  as  demonstrated    by  bacteriological 
examinations  carried  out  by  Dr.  Miller   and  myself,  and  the 
rarity  of  living  pyogenic  organisms  in  the  diseased  structures, 
caused  almost  a  complete  abandonment  of  drainage  as  a  measure 
of  removing   infectious  matters   from    the    peritoneal  cavity.** 
There  then  follows  an  abstract  of  Muscatello*s  paper  in  Virchow's 
Archives,  on  the  structure  and  functions  of  the  peritoneum,  in 
which  it  is  shown   that  (i)  the  surface  of  the  peritoneum  is 
equivalent  to  that  of  the  skin  ;  (2)  it  has  an  enormous  absorbing 
hinction,  taking  up  in  an  hour  three  to  eight  per  cent,  of  the 
entire  bodily  weight ;  (3)  under  the  influence  of  very  toxic  or 
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irritant  substances  an  equal  transudation  into  the  peritoneal 
cavity  may  take  place.     Also  it  is  there  shown  that — 

(i.)  Fluids  and  solids  may  pass  through  the  endothelial  layer 
of  the  peritoneum,  the  fluids  in  many  places,  the  solid  particles 
only  through  the  spaces  in  the  diaphragm. 

(ii.)  The  minute  solid  particles  are  carried  into  the  mediastinal 
lymph  vessels,  and  glands,  and  thence  into  the  blood  circulatioo, 
by  which  they  are  distributed  to  the  abdominal  organs  and 
lymph  glands. 

(iii.)  Large  quantities  of  fluids  may  be  absorbed  by  the  peri- 
toneum in  an  astonishingly  short  time. 

(iv.)  The  leucocytes  are  largely  the  bearers  of  foreign  bodies 
from  the  peritoneal  cavity  into  the  mediastinal  lymph  glands. 

As  the  result  of  the  experimental  study  of  infection  of  the 
peritoneum  by  Grawitz,  it  has  been  shown  that — 

(i,)  The  introduction  of  non-pyogenic  organisms  into  the 
abdominal  cavity,  either  in  small  or  large  quantity,  or  mixed 
with  formed  particles,  produce  no  harm. 

(ii.)  Great  quantities  of  organisms,  which  ordinarily  produce 
no  disturbance,  may  give  rise  to  a  general  asepsis  if  the  absorp- 
tive ability  of  the  peritoneum  is  impaired. 

(iii.)  The  injection  into  the  peritoneal  cavity  of  pyogenic 
organisms  may  be  quite  as  harmless  as  the  non-pathogenic 
varieties. 

(iv.)  The  introduction  of  pus-producing  cocci  produces  a 
purulent  peritonitis  (a)  if  the  culture  fluid  is  difficult  of  absorp- 
tion ;  (6)  if  irritating  material  is  present  which  destroys  the  tissues 
of  the  peritoneum,  and  thus  prepares  a  place  for  the  lodgment  of 
organisms ;  {c)  a  purulent  peritonitis  will  certainly  be  produced  if 
a  wound  of  the  abdominal  wall  is  present  which  forms  a  nidus 
for  the  infectious  process. 

As  bearing  especially  upon  the  question  of  intra-peritoneai 
drainage  it  is  particularly  to  be  noted  that  any  irritant  material 
which  destroys  the  tissues  of  the  peritoneum  prepares  a  place 
for  the  lodgment  of  organisms  and  the  starting  place  for  peri- 
tonitis. The  experiments  of  Waterhouse  and  Halsted,  in  which 
they  produced  an  artificial  strangulation  of  parts  of  the  intestine 
and  omentum,  and  then  introduced  pyogenic  organisms  with 
the  invariable  production  of  peritonitis,  closel}'  simulate  the 
surgical  conditions  which  may  exist  in  drainage-tube  cases. 
The  effect  of  long  continued  contact  of  a  foreign  body  with 
the  peritoneum  is  to  cause  a  destruction  and  exfoliation  of  the 
endothelium  with  loss  of  function.  Any  material  which  is  im- 
pregnated with  chemicals  sufficient  to  be  of  the  least  value  as 
a  germicide,  if  left  in  contact  with  the  peritoneum,  will  produce 
greater  irritation  than  a  simple  sterile  body. 

A  very  clear  chart  which  Dr.  Clark  has  constructed  from 
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the  1,700  abdominal  cases  is  sufficient  to  prove  that  local 
healing  is  retarded.  The  percentage  line  of  local  suppuration 
conforms  in  the  most  remarkable  way  to  the  rise  and  fall  of 
the  drainage  line.  Autopsy  after  autopsy  has  shown  that  all 
forms  oif  drainage  are  frequently  valueless  in  removing  fluids 
from  the  abdominal  or  pelvic  cavity. 

Within  a  few  hours  the  general  peritoneum  is  cut  off  from 
all  participation  in  the  work  of  absorption  by  the  wall  of  ad- 
hesions round  the  drain,  and  *'  the  latter  is  about  as  effective 
compared  with  the  absorbing  ability  of  the  peritoneum,  as  a 
tiny  brook  to  a  great  river  in  draining  a  lake."  The  work  is 
thrown  upon  an  agent  which  can  only  remove  the  fluid  from  a 
small  pocket.  The  bacteriological  investigations  of  Robb  and 
Ghristney  have  proved  that  infection  may  occur  through  the 
drainage  tract  itself. 

A    New  Method    of    Suturing   the   Abdominal    Wall   in 
Celiotomy.     By  Charles  P.  Noble,  M.D.,  of  Philadelphia. 

In  Dr.  Noble's  paper  on  a  new  method  of  suturing  the 
abdominal  wall  the  various  layers  are  sutured  separately,  and 
especial  attention  is  paid  to  the  aponemrotic  layer.  The  upper 
surface  of  the  aponeurosis  of  one  side  is  carefully  cleared  from 
the  overlying  subcutaneous  tissue;  the  under  surface  of  the 
aponeurosis  of  the  opposite  side  is  similarly  cleared  from  the 
subjacent  rectus  muscle.  The  latter  is  then  brought  over, 
superimposed  upon,  and  sutured  to  the  former.  The  advantages 
claimed  for  it  are :  clean  fibrous  tissue  is  brought  into  contact 
with  clean  fibrous  tissue,  and  not  with  subcutaneous  fat,  and 
not  so  much  loss  of  aponeurosis,  as  in  "  the  mattress  "  suture. 

Treatment  of  Acute  Salpingitis.  By  William  P.  Carr, 
M.D.,  of  Washington.  American  JourtMl  of  Obstetrics,  June, 
1897. 

In  his  paper  on  **  Acute  Salpingitis,**  Dr.  Carr  states 
emphatically  that  a  systematic  treatment  of  acute  salpingitis  in 
the  early  stages  will  result  in  resolution  in  a  large  majority  of 
cases,  and  that,  failing  in  this,  we  should  not  attempt  to  perform 
a  radical  operation  during  the  acute  stage,  but  should,  by  safe 
palliative  measures,  tide  the  patient  over  the  acute  stage  and 
perform  a  radical  operation,  if  it  is  still  necessary,  upon  a 
chronic  condition,  without  septic  fever,  and  with  comparative 
safety.  His  systematic  treatment  involves :  (a)  absolute  rest 
in  bed ;  (6)  good  nursing ;  {c)  the  administration  of  plenty  of 
nutritious  digestible  food,  so  as  to  enrich  the  blood  serum  and  so 
support  the  leucocytes  that  are  so  important  an  agent  in  bringing 
about  resolution ;  {d)  local  treatment  per  vaginam.    Thorough 
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uterine  drainage  should  be  at  once  established  preferably  by  the 
Outerbridge  drainage  tube.  Vaginal  douches  of  hot  water,  con- 
tinued from  twenty  to  thirty  minutes.  Curetting  with  a  blant 
curette  when  there  is  abundant  or  offensive  discharge ;  {i)  hot 
fomentations  or  turpentine  stupes  to  the  abdomen.  Should 
these  measures  fail  and  a  large  collection  of  pus  sooner  or  later 
distend  the  tube,  a  safe  palliative  procedure  is  to  tap  and  drain 
per  vaginam,  either  with  a  bistoury  or  trochar  and  cannula. 
This  palliative  measure  can,  if  necessary,  be  followed  at  the 
proper  time  by  radical  operation. 

Post-operative  HiEMORRHAGE  prom  Slipping  of  the  Ligature 
AFTER  Removal  op  Diseased  Tubes  and  Ovaries  and 
How  TO  Prevent  it.  By  A.  Lapthorn  Smith,  B.A., 
M.D.,  M.R.C.S.Eng.,  of  Montreal.  American  J^aumal  of 
Obstetrics. 

The  paper  by  Dr.  Lapthorn  Smith  on  "  Post-operative 
Haemorrhage  from  Slipping  of  the  Ligature  "  is  chiefly  concerned 
with  the  diagnosis  of  shock,  sepsis  and  haemorrhage.  **  When 
shock  is  present  it  is  always  and  only  while  the  patient  is 
on  the  table  or  soon  after ;  and  if  she  does  not  die,  and  ordinary 
means  of  restoring  the  circulation  and  raising  the  temperature 
which  has  fallen  below  normal  have  been  employed,  her  con- 
dition will  steadily  improve.*'  Not  so  with  sepsis  and  post-opera- 
tive haemorrhage.  In  both  these  conditions  the  patient  leaves  the 
table  in  a  favourable  condition,  and  it  is  only  after  an  interval' 
varying  from  a  few  hours  to  a  few  days  that  either  of  them 
appears. 

The  only  guide  by  which  to  recognise  concealed  haemorrhage 
is  the  pulse,  and  especially  sudden  changes  in  it.  The  pulse 
suddenly  bounds  upward  as  the  outpour  of  blood  from  the  cut 
vessel  quickly  empties  the  arterial  system,  or,  at  least,  lowers 
its  tension  until  the  pulse  at  the  wrist  almost  disappears.  There 
are — sighing,  gasping  for  breath,  and  restlessness ;  and  if  this 
condition  comes  on  twelve  to  twenty-four,  or  even  rarely  thirty- 
six  hoiurs  after  the  operation,  it  is  certain  that  this  accident  has 
befallen  her.  If  the  haemorrhage  is  not  great  there  will  be 
peritonitis,  as  the  peritoneum  endeavours  to  enclose  it  by 
organised  lymph  and  a  slight  rise  of  temperature.  If  the 
haemorrhage  is  severe  the  temperature  will  fall. 

Sepsis  comes  on  later,  the  rise  in  the  pulse  rate  is  much  more 
gradual,  and  the  vomiting  of  greenish,  and,  eventually,  coffee- 
ground  material,  makes  its  appearance.  To  prevent  the  slip- 
ping, Lapthorn  Smith  recommends  "throwing  a  medium  alk 
ligature  round  the  ovarian  artery,  as  it  can  be  easily  felt  running 
along  the  upper  border  of  the  broad  lijgament  about  an  inch 
from  the  pelvic  wall,  before  even  proceedmg  to  Hgate  the  pedicle 
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composed  of  the  ovary  and  tube."  After  tying  the  pedicle  in 
the  ordinary  way,  in  two  halves,  the  ends  of  the  ligature  which 
has  been  tied  under  the  uterine  end  of  the  tube  are  passed  round 
under  the  knot  of  the  ovarian  pedicle  and  securely  tied  again  en 
masse. 

Treatment  of  Pus  in  the  Pelvis.  By  William  A.  B. 
Sellman,  M.D.,  of  Baltimore.  American  Journal  of  Obstetrics j 
June,  1897. 

In  Dr.  Sellman's  paper  on  *' Treatment  of  Pus  in  the 
Pelvis/'  he  says  that  if  the  pus  is  located  near  the  surface  of 
the  abdominal  walls,  we  should  drain  through  these  walls  by 
section,  unless  we  suspect  that  the  tissues  are  bound  together 
by  old  peritonitis  or  cellulitis,  then  the  vagina  would  be  the 
safer  channel. 

He  reports  a  case  of  pyosalpinx,  in  which  abdominal  section 
was  done  and  the  tube  reached  without  difficulty.  *•  An  opening 
was  made,  followed  by  the  escape  of  six  ounces  of  fetid  pus. 
After  thoroughly  washing  the  cavity,  tincture  of  iodine  was 
swabbed  into  the  pus  cavity.  A  soit  rubber  tube  was  intro- 
duced for  drainage,  and  the  abdominal  wound  closed.  Patient 
made  an  excellent  recovery.** 

Collections  of  pus  above  the  pelvic  brim  should  be  evacuated 
through  the  wall  of  the  abdomen.  Pus  collecting  posteriorly  to 
the  uterus  can  be  reached  with  greatest  safety  through  the 
vagina. 

J.F.J. 

Restoration  of  the  PERiNiEUM,  Vagina,  Urethra  and 
Rectum.  By  Pean.  Acad.  Med.^  Rev,  Obst.  Intern.^  April 
I,  1897,  No.  82,  Suppl.,  p.  73. 

In  a  primipara,  28  years  of  age,  the  perinaeum,  recto- vaginal 
and  vesico- vaginal  walls  had  been  destroyed  from  the  result  of 
an  extremely  difficult  labour,  the  foetal  head  having  remained 
four  days  upon  perinaeum,  was  only  extracted  somewhat  in 
extremis  with  violence.  No  hope  was  entertained  of  her  recovery, 
she  nevertheless  slowly  improved,  and  her  health  was  com- 
paratively restored.  She  consulted  M.  P^an,  who  found  the 
perinaeum  replaced  by  cicatricial  tissue  perforated  in  two  places, 
the  anterior  opening  being  somewhat  rounded,  the  posterior 
having  a  transverse  direction  corresponded  to  superior  portion 
of  the  rectum.  Both  apertures  reached  a  cloaca,  which  was  the 
common  receptacle  of  the  menses,  the  urine  and  faeces.  By 
^troducing  the  finger  into  that  cavity,  M.  P6an  could  easily 
ascertain  the  disappearance  of  the  recto-vaginal  septum,  but 
could  not  reach  the  uterus  or  the  bladder.  He  therefore  united 
the  two  openings  in  the  perinaeum  by  a  median  incision  when  he 
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could  observe  that  the  base  and  neck  of  the  bladder  and  the 
urethra  had  disappeared.  Behind  the  bladder  could  be  felt  the 
cervix  uteri,  which  was  small,  covered  with  cicatrices,  and 
whose  cavity  was  so  small  that  it  would  not  admit  the  smallest 
catheter.  A  remnant  of  the  recto-vaginal  septum  was  still 
discernible  behind  the  cervix  uteri,  forming  a  kind  of  posterior 
cul'de-sac  3  cm.  (about  i  inch)  long.  Lower  down  the  rectum 
and  vagina  form  a  common  passage.  Successive  operations 
were  performed  resulting  in  a  cure.  To-day  the  woman  can 
retain  both  urine  and  faeces.  It  seems  as  if  a  sort  of  urethral 
and  anal  sphincters  had  formed  in  the  cicatrix. 

P.  Z.  H. 

Senilb  Endometritis.    By  G.  E.  Herman,  M.B.,  F.R.C.P. 
Treatment f  March  11,  1897. 

Dr.  Herman  recommends  the  following  treatment  for  this 
class  of  case : — Scrub  the  vagina  out  with  strong  carbolic  acid, 
and  prescribe  frequent  astringent  injections,  such  as  chloride  of 
zinc,  five  to  ten  grains  to  the  pint.  Begin  with  the  weaker  and 
increase  the  strength  if  necessary.  Repeat  the  application  of 
strong  carbolic  acid  two  or  three  times,  if  necessary,  with 
weekly  intervals.  Take  care  that  none  goes  on  the  vulva.  If 
the  discharge  comes  from  the  uterus  there  may  be  so  little  of  it 
as  not  to  trouble  the  patient  when  the  vaginal  discharge  has 
been  stopped.  If  treatment  of  the  vagina  does  not  abolish  the 
discharge  the  cervix  should  be  dilated  with  laminaria  tents  and 
the  interior  of  the  uterus  explored.  If  growths  are  felt  they 
should  be  scraped  away  and  examined  with  the  microscope.  If 
there  are  no  outgrowths  the  endometrium  should  be  scraped 
with  a  blunt  curette,  any  bits  detached  reserved  for  the 
microscope,  and  then  the  interior  of  the  uterus  swabbed  with 
strong  carbolic  acid  or  Lin.  lodi.  This  will  almost  always 
remove  the  symptoms  for  a  time.  If  after  a  short  interval  they 
return,  and  become  as  bad  as  before,  the  best  treatment  is  to 
remove  the  uterus.  Matthews  Duncan  advised  the  injection  of 
mild  astringents  into  the  uterine  cavity  through  a  hollow  sound. 

F.  P.  S. 

OBSTETRICAL. 

The   Treatment  of  Placenta  Pr^evia  in  Pinard's   Clinic. 
By  Welti.    Corr.  Bl.f,  Sckw.  Aerzte,  16,  1896. 

According  to  Pinard's  view  the  detachment  of  the  placenta  is 
caused  by  the  traction  of  the  ovisac.  The  pains  press  the  pre- 
senting part  upon  the  ovisac  and,  when  the  placenta  is  normally 
situated,  the  tension  is  equalised  by  the  elasticity  of  the  whole 
sac,  but  when  the  placenta  is  situated  too  low  down,  elasticity 
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cannot  come  into  play,  and  the  sac  ruptures  (prematurely),  or  the 
placenta  is  detached  (haemorrhage). 

The  proper  method,  accordingly,  to  relieve  the  tension  of  the 
ovisac,  is  to  rupture  the  membranes,  and  Pinard's  method  is  as 
follows : — 

(i)  During  Pregnancy. — The  position  of  the  foetus  should,  if 
necessary,  be  converted  into  a  head  presentation  by  external 
version.  If  there  be  repeated  haemorrhage  with  rise  of  the  pulse 
rate  rupture  the  membrane,  and  if  the  membranes  are  not  to  be 
felt  presenting,  the  finger  should  be  passed  up  anteriorly  well 
above  the  symphysis  and  make  the  opening  there.  Champetier 
de  Ribes'  balloon  is  then  to  be  introduced  with  forceps  into  the 
ovisac  and  inflated ;  when  the  balloon  is  expelled  the  labour  is, 
if  possible,  to  be  left  to  nature,  otherwise,  terminated  by  forceps 
or  version, 

(2)  During  Labour, — The  position  may  sometimes  be  improved ; 
in  case  of  serious  haemorrhage  the  membranes  are  to  be  ruptured, 
if  the  head  engages  the  bleeding  stops,  if  it  does  not  the  balloon 
is  inserted,  and  the  dilatation  of  the  os  expected. 

(3)  In  the  Third  Stage, — If  haemorrhage  is  going  on,  or  if  the 
woman  has  lost  much  blood  and  the  pulse  becomes  quick,  the 
placenta  should  be  detached  and  hot  water  injected,  alcohol 
administered  and  injections  of  solution  of  salt  (a  tablespoonful  to 
I  litre  of  boiled  water). 

By  this  practice  Pinard,  up  to  December,  1894,  lost  only  4  of 
149  women,  2-6  per  cent. ;  while  of  149  children  139  =  93*2  per 
cent,  were  born,  and  115  =  777  per  cent.,  left  the  clinic  alive. 

One  Stage  in  the  Development  of  the  Placenta.     By  Hahn. 
Ztschr.f.  Geb.  u.  Gyn.  xxxiv.,  p.  519,  1896. 

In  a  case  of  abortion  of  the  fourth  month,  on  the  admission  of 
the  case  into  Kustner's  clinic,  a  fcetus  12  cm.  long  had  already 
been  expelled.  The  thin  cord  was  in  the  woman's  vagina,  and 
through  the  os,  which  was  wide  enough  to  admit  a  finger  easily, 
a  soft  body  as  large  as  a  walnut  projected,  and  turned  out  to  be 
a  projecting  flap  of  the  placenta  bearing  the  nearly  marginal  in- 
sertion of  the  cord.  It  was  remarked  that  the  maternal  side  of 
the  placenta  was  nearly  as  smooth  as  that  to  which  the  cord  was 
attached,  and  this  smoothness  extended  some  distance  higher  up. 
After  a  minute  description  of  the  specimen,  Hahn  points  out  that 
in  this  case  there  was  a  reflex  placenta  of  considerable  size,  for  the 
smooth  thick  decidual  investment  which  completely  clothed  the 
lower  portion  could,  from  its  macroscopic  appearance,  its  relation 
to  the  limiting  ovisac,  and  the  feeling  to  the  touch  above  men- 
tioned, only  hQ  regarded  as  decidua  reflexa.  The  fact  that  the 
cord  was  inserted  on  the  projecting  reflex  portion,  and  that  the 
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villous  tissue  exhibited  most  development  about  the  insertioo  of 
the  cord,  Hahn  considers  a  new  proof  of  Kellman*s  theory,  accord- 
ing to  which  the  position  of  the  placenta  merely  depends  on  the 
primitive  insertion  of  the  allantois  on  the  chorion,  that  is  to 
say,  what  becomes  later  the  insertion  of  the  umbilical  cord. 

Benign  Syncytial  Growths.  By  Bulius  (Freiburg).  Col- 
tralbL^  No.  23,  p.  693. 

In  three  cases  of  eclampsia  Bulius  found  in  the  placenta 
remarkable  proliferation  of  the  syncytium.  He  considers  that 
while  further  experience  alone  can  elucidate  the  existence  of 
such  growths,  and  their  perhaps  causal  connection  with  eclampsia, 
they  confirm  the  well  known  discovery  of  Schmorl,  and  supple- 
ment the  theory  of  the  so-called  scrotinal  tumours. 

A  Case  in  which  Hyperemesis  Gravidarum  was  arrested 
BY  Gauze  Tampons  of  the  Cervix.  By  Kehrer  (Heidel- 
berg).    Cbt.f.  Gyn.^  xx.,  15,  1896. 

The  patient  had  previously  had  perioophoritis,  but  exhibited 
no  signs  of  hysteria  nor  any  other  reason  for  hyperemesis.  There 
were  no  symptoms  of  the  old  perioophoritis  present  and  after 
trying  all  sorts  of  treatment  Kehrer  decided  on  inducing  abor- 
tion (in  the  fourth  month)  by  gauze  tampons.  The  vomiting 
became  less  frequent  upon  the  application  of  the  first  tampon 
and  upon  the  second  ceased  altogether,  while  slight  pains  came 
on.  Twelve  weeks  later  the  sickness  returned  and  was  again 
arrested  by  tampons,  and  the  same  thing  happened  in  the 
thirtieth  week.  As  in  the  attempt  to  induce  premature  labour, 
the  portio  vaginalis  showed  extreme  rigidity.  Kehrer  believes 
this  rigidity  to  have  been  the  cause  of  the  vomiting,  and  recom- 
mends this  treatment  in  suitable  cases,  particularly  condemning 
the  prolonged  use  of  narcotics.  In  conclusion  he  discusses  the 
means  of  lessening  the  irritability  of  the  general  nervous  system. 

On  the  Frequency  and  Prognosis  of  Forceps  Delivery 
ON  the  Basis  of  the  GYNiGcoLociCAL  and  Obstetric 
Material  of  the  Tubingen  University  Clinic  for 
Women.  Part  I.  By  Winternitz.  MoH-Schrift.  f.  Geb.  u. 
Gyn,t  iv.,  1-2,  pp.  1-132,  i8g6. 

Winternitz  treats  of  331  gynaecological  cases  of  the  out- 
patient department  whose  ftrst  labour  had  been  terminated  by  for- 
ceps. Of  these  128  came  under  treatment  after  their  first  child— the 
remainder  after  later  confinements.  No  less  than  39  had  lacera- 
tions of  the  perinaeum  extending  into  the  rectum,  and  10  urinary 
fistulas.    Of  128  women  who  had  had  a  single  labour  only,  49 


Summary  of  Gynacology,  including  Obstetrics.     279 

had  displacements  of  the  uterus  and  vagina,  including  10  cases 
of  prolapse  ;  of  60  who  had  borne  two  children  (first  by  forceps) 
39  had  displacements,  20  being  complete  prolapse  of  uterus  and 
vagina.  Many,  moreover,  exhibited  scars  in  the  perinaeum  or 
vagina  or  on  the  descending  ramus  of  the  pubis,  and  (noted  in 
80  cases)  cicatrices  arising  from  tears  or  contusions  of  the 
vaginal  portion. 

DuGNosis  OF  THE  Earlibst  Pbriod  IN  Prbgnancy.  By 
Hbgar.     Deutsche  med.  Wchsckr.j  xxi.  35,  1895. 

S1GNR8  BT  Symptombs  de  LA  Grossessb  Commencantb. 
By  ViNAG.     Lyon  Med.,  Ixxxii.,  20,  p.  69,  Mai,  1896. 

H^ar  has  previously  drawn  attention  to  the  peculiar  way 
the  cervix  yields  to  pressure  in  the  earliest  period  of  pregnancy. 
An  equally  valuable  diagnostic  sign  recently  discovered  by  him 
is  that  if  the  finger  in  the  vaginal  vault,  and  that  of  the  other 
hand  carried  down  from  the  abdominal  wall,  be  pushed  towards 
one  another  while  pressing  on  the  uterus,  an  artificial  fold  can 
eaaly  be  formed  on  the  uterine  wall  in  the  same  way  that  a  fold 
can  be  made  in  the  wall  of  the  intestine  when  a  coil  of  bowel  is 
present  in  a  hernia.  The  danger  that  forcible  and  repeated 
attempts  to  elicit  this  sign  may  cause  abortion  is  a  drawback  to 
this  way  of  investigation,  and  Hegar  has  only  had  the  opportunity 
of  observing  this  phenomenon  where  pregnancy  was  somewhat 
advanced,  not  yet,  at  all  events,  in  the  first  two  months. 

Vinaz  repeats  and  confirms  Hegar's  statement. 

Pregnancy  Completed  in  the  Abdomen  after  Traumatic 
Rupture  of  the  Uterus  in  the  Fourth  Month — 
Placenta  remaining  in  the  Uterus  till  the  end — 
Death  of  Mature  Fcetus.  Three  Weeks  thereafter 
Removal  of  the  Fcetus  and  Womb  with  the  Placenta. 
Recovery.    By  Leopold.    Arch,  f.  Geh,  u,  Gyn.,  Hi.,  p.  376. 

Xll.-para,  42.  After  eight  normal  pregnancies  and  labours, 
in  her  ninth  the  placenta  was  removed  by  art,  and  she  was  bed- 
ridden for  nearly  a  year  with  paralysis  of  one  leg ;  in  the  tenth 
the  placenta  was  again  retained,  and  she  was  ten  weeks  laid  up 
with  debihty  and  haemorrhage ;  after  her  eleventh  in  1888 
(forceps  and  retained  placenta),  fever  and  abdominal  pain  ten 
^eeks,  and  though  then  she  was  only  37  her  menses  stopped.  In 
the  spring  of  1891  increase  in  size,  quickening  in  August,  some 
two  or  thJee  weeks  before  which  she  had  a  severe  fall  on  her 
backade  down  some  cellar  steps.  There  was  no  haemorrhage 
or  abdominal  inflammation,  and  she  soon  recovered ;  but  from 
the  time  of  qiiickening  severe  abdominal  pains  kept  her  almost 
completely  bedridden  till  the  end  of  her  term,  ten  weeks.    For 
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the  last  three  weeks  the  movements  of  the  child  and  the  con- 
sequent pain  had  ceased,  and  been  replaced  by  feelings  of  cold, 
heat,  headache  and  great  general  discomfort.  No  discharge  ol 
blood  or  decidua. 

General  health  and  family  history  good.  Lungs,  stomach 
and  intestines  in  good  order.  Systolic  murmur  all  over  the 
heart,  but  no  enlargement;  some  albumen.  Girth  loo  cm., 
xiphoid  to  navel  23,  navel  to  symphysis  33  cm.  Symmetrica/ 
and  somewhat  acuminous  and  pendulous  enlargement  of  the 
abdomen.  The  child's  head  could  be  felt  directly  over  the 
symphysis  and  the  sutures  and  fontanelles  distinguished ;  soiall 
parts  to  the  left  of  the  navel  and  the  breech  farther  back  ; 
to  the  right  a  large  elastic  swelling  (uterus)  extended  as  high 
as  the  navel  and  a  hand's  breadth  to  the  right  of  the  centre 
line  (second  form  of  second  cross  position).  Breasts  fully  en- 
larged secreting  milk,  nipple  pigmented  with  prominent  glands. 
Vulva  and  vagina  swollen  and  relaxed.  Vaginal  portion  high  on 
the  right,  lacerated  on  the  left  side.  From  it  one  could  follow  a 
soft  mass  upwards  corresponding  to  the  gravid  uterus.  The 
left  vaginal  vault  was  filled  up  with  a  round  body  the  size  ol 
an  apple — part  of  the  foetus. 

Diagnosis. — Left-sided  extra-uterine  pregnancy,  with  mature 
foetus,  dead  about  3  weeks. 

Laparotomy, — Abdomen  opened  directly  below  the  navel,  so 
as  to  reach  the  foetal  sac  from  above  ;  transverse  colon  exposed 
adherent  to  the  anterior  abdominal  wall ;  incision  continued  to 
symphysis,  carefully  protecting  fruit  sac.  Delicate  transparent 
sac,  broken  during  its  tedious  separation  from  the  left  side  of 
the  cavity.  The  child,  which  was  in  the  position  described,  and 
completely  invested  with  vermix  caseosa,  was  extracted  by  the 
head;  the  pelvis  and  feet  lay  near  the  pancreas,  and  were  followed 
hy  a  coil  of  small  intestine  with  which  they  must  have  been  in 
direct  contact.  The  child  lay  in  a  completely  closed  sac,  only 
deficient  in  the  left  upper  part,  in  front  bounded  by  the  trans- 
verse colon,  to  the  right  by  the  left  edge  of  the  uterus,  forward 
and  to  the  left  by  the  abdominal  wall,  and  below  by  the  pelvic 
inlet.  The  cord  was  tied,  the  large  foetal  cavity  cleaned  out,  a 
number  of  shreds  of  the  sac  detached  from  the  intestine,  omentum 
and  abdominal  wall.  The  cord  was  followed  up  to  the  middle  of 
the  right  edge  of  the  uterus  and  found  to  pass  into  it  through  a 
perpendicular  slit  in  the  muscular  tissue  behind  the  broad  Uga- 
ment;  the  placenta  was  therefore  in  the  uterus.  One  might 
perhaps  have  cut  oflf  the  cord  in  front  of  this  slit,  have  stitched 
up  this  latter,  expressed  the  placenta  per  vias  naturaUs,  and  Idt 
the  uterus  and  closed  the  abdomen.  But  the  thin  edges  of  sUt 
might  not  have  held  or  the  placenta  been  easily  and  completely 
expressed,  and  from  the  condition  of  the  patient  it  was  desirable 
to  end  operation  quickly. 
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The  broad  ligaments  were  divided  between  double  ligatures ; 
both  ovaries  and  the  left  tube  were  normal,  the  right  closed  at 
its  outer  end.  The  upper  end  of  the  abdominal  wound  was 
closed  as  far  down  as  the  uterus.  A  long  strip  of  iodoform  gauze 
was  placed  in  the  bottom  of  the  pelvic  cavity  after  the  latter  had 
been  thoroughly  cleaned,  the  wound  closed  from  below  and  a 
strip  of  gauze  laid  in  the  cleft  leading  to  the  foetal  cavity,  the 
abdominal  serosa  joined  to  the  uterine,  and  only  then  an  elastic 
band  passed  round  the  collum  uteri.  This  band  lay  almost 
above  the  abdominal  wall  and  the  stump  was  as  small  as  possible. 
The  rest  of  the  operation  was  done  in  the  usual  way.  After 
securing  the  stump  above  the  elastic  ligature  by  a  larding  pin 
and  some  deep  stitches,  the  uterus  was  amputated,  the  stump 
shortened  as  much  as  might  be  and  cauterised,  and  a  bandage 
apphed.  The  incision  passed  through  the  lower  off-shoots  of 
the  placenta  on  the  anterior  wall ;  the  posterior  wall  was  as 
thick  as  in  an  ordinary  puerperal  uterus. 

The  operation  hardly  lasted  an  hour  and  the  woman  lost 
very  little  blood.  In  the  evening  she  seemed  greatly  exhausted, 
but  had  neither  pain,  vomiting  nor  distension.  Pulse  hardly 
perceptible. 

She  improved  gradually,  and  in  spite  of  an  abscess  in  abdo- 
minal waU  to  the  right  of  stump,  was  discharged  on  November  5, 
in  excellent  condition. 

The  interesting  points  in  the  case  were,  that  the  foetus  was 
borne  to  term  in  a  new  fruit  sac  outside  the  uterus,  that  the 
opening  was  in  the  right  posterior  wall  of  the  womb  through 
which  the  cord  passed,  that  the  position  of  the  placenta  was 
entirely  within  the  womb  and  on  the  anterior  wall,  and  that 
there  was  so  thin  a  cicatrix  (about  6  cm.  x  6  cm.  x  2  mm.)  in 
the  posterior  uterine  wall — that  it  was  in  fact  a  uterine  preg- 
nancy converted  into  a  secondary  abdominal  one. 

It  is  a  wonder  that  such  a  deficiency  in  the  uterine  substance 
through  which  the  cord  passed,  and  the  cavity  of  the  fruit  sac 
was  in  direct  communication  with  that  of  the  uterus,  neither  led 
to  acute  peritonitis  of  the  mother  nor  prevented  the  maturity 
of  the  foetus. 

The  posterior  wall  of  the  uterus  with  the  cicatrix  and  slit 
was  in  contact  with  and  closed  by  the  adjoining  intestines,  the 
coUnm  was  closed  by  the  foetal  membranes  and  by  a  very  firm 
plug  of  mucus. 

As  the  whole  of  the  cavity  of  the  uterus  except  the  cicatrix 
was  lined  by  membrane,  the  foetus  must  have  developed  therein 
up  to  the  seventeenth  week,  two  to  three  weeks  before  quickening. 
When  the  woman  fell  the  uterus  had  already  risen  out  of  the 
true  pelvis,  and  the  uterus  was  thrust  against  the  sharp  edge  of 
the  promontory — ^and  its  muscular  tissue  ruptured ;  but  the  foetal 
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membranes  did  not  at  first  give  way,  and  not  onl^  did  not  forther 
tear  the  musculosa,  but,  projecting  through  it,  arrested  aoy 
haemorrhage.  The  child's  feet  and  a  great  portion  of  the  coid 
followed  afterwards. 

If  the  membranes  had  broken  at  the  same  time  as  the  utems 
the  waters  would  have  escaped,  and  the  change  in  the  intra- 
uterine  pressure  would  have  brought  on  contractions,  and  the 
placenta  would  have  been  detached. 

Plates  XII.  and  XIII.  show  opened  and  unopened  uterus 
from  behind,  }  with  40  cm.  cord  1014  grms.  18  x  13  X  61  » 34. 
cm.,  whole  cord  49  cm.  =  normal  length  for  mature  loetas. 
Male  child  50  cm.  2720  grms.  The  posterior  wall  of  the  utems 
very  much  thinned,  the  edge  of  the  2  cm.  slit  only  2  mm.  b 
thickness. 

On  Malignant  Tumours  of  the  Chorionic  Villi.    By  Her- 
mann W.  Frbund.    Ztschr.f.  Geb.  u.  Gyn.^  p.  161,  1896. 

A  woman  of  43,  after  her  third  confinement  in  July,  1894, 
which  was  spontaneous  and  rapid  {^asch  var  sick  gegangaam) 
nursed  her  child  for  three  months,  daily  losing  blood.  On 
October  i,  1894,  owing  to  increased  haemorrhage,  a  tampon  was 
applied,  and  finally  a  mable  placental  poljrpus  the  size  of  a  plum, 
which  had  intruded  to  a  remarkable  extent  into  the  uterine  tissue, 
was  removed.  Anatomically  the  polypus  seemed  in  no  way 
malignant  (v.  Recklinghausen)  and  the  diagnosis  of  an  ordinary 
placental  polypus  was  accepted.  The  haemorrhage  ceased,  but 
seven  weeks  later  the  woman  noticed  a  small  growth  in  the 
entrance  of  the  vagina,  and  the  bleeding  recurred.  This  tumour, 
as  large  as  a  walnut,  was  situated  in  the  middle  of  the  posterior 
wall  of  the  vagina,  bled  slightly  and  showed  superficial  ulcera- 
tion ;  it  was  cut  out  and  v.  Recklinghausen  found  in  it  unmis- 
takeable  signs  of  sarcoma  deciduo-cellulare.  On  January  9, 
1895,  the  patient  was  again  seen  for  renewed  haemorrhage.  The 
uterus  was  then  as  large  as  at  the  fourth  month,  and  bled  pro- 
fusely when  curetted.  In  the  posterior  vaginal  wall,  some 
distance  from  the  scar  of  the  old  operation,  were  two  uew 
tumours,  the  largest  as  big  as  a  hazel  nut ;  these  were  extirpated 
with  the  uterus  per  vaginam,  and  the  woman  made  an  uninter- 
rupted recovery,  and  remained  well  and  free  from  recurrence  in 
April,  1896. 

The  uterus  after  hardening  was  as  large  as  the  fist.  The 
fundus  and  corpus  were  almost  completely  taken  up  by  a  tumour 
as  large  as  an  egg  growing  from  the  anterior  wall  and  reaching 
almost  to  the  inner  os.  Microscopic  examination  showed  that 
the  growth  consisted  entirely  of  well-developed  polynuclear 
syncytium. 
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Freund  considered  that  a  malignant  uterine  tumour  had 
developed  from  the  remnant  of  a  placental  polypus  and  given 
rise  to  the  metastases  in  the  vagina,  this  tumour  being  derived 
exclusively  from  the  syncytial  investment  of  the  chorionic  villi, 
and  his  view  is  that  the  syncytium  is  derived  from  altered  endo- 
thelium. 

V.  Franqu6.    Ztschr.f.  Geb.  u,  Gyn.,  p.  199,  1896, 

A  woman  of  32,  after  her  sixth  confinement  in  April,  1895, 
suffered  from  serious  uterine  haemorrhage  for  four  weeks.  On 
July  29  the  uterus  was  cleared  out  by  hand  and  masses  of 
placenta  extracted,  in  appearance  comparatively  fresh.  Micro- 
scopical examination  made  it  probable  that  the  case  was  one  of 
Marchand's  tumours.  On  August  13  the  uterus,  which  was 
about  as  large  as  a  fist,  was  removed  by  total  extirpation.  The 
patient  was  discharged  cured  twenty-eight  days  later,  and  was 
free  from  any  trouble  on  March  4. 

The  tumour  agreed  in  all  essential  points  with  Marchand's 
description,  and  v.  Franqu6  thinks  its  origin  from  the  chorionic 
villi  proved  by  the  following  points: — (i)  the  clinical  history 
showed  that  no  malignant  growth  existed  before  the  pregnancy  ; 
(2)  the  uterine  mucosa  was  for  the  most  part  quite  intact.  The 
tumour  had  developed  at  the  most  usual  seat  of  the  placenta, 
and  its  placental  origin  was  therefore  probable.  In  both  con- 
stituents of  the  growth  the  characteristic  form  and  staining  of 
the  protoplasm  ;  in  Langhan*s  cells  the  opulent  karyokinesis  and 
quantity  of  glykogen ;  in  the  syncytium  the  absence  of  figures 
due  to  the  segmentation  of  the  nuclei,  the  fragmentation  of  the 
nucleus,  the  vacuolation,  the  fatty  contents  and  the  bristle  edging, 
the  presence  of  which  v.  Franqu6  had  repeatedly  convinced 
himself  of  in  specimens  of  abortion  ;  (3)  the  typical  arrangement 
of  the  two  sorts  of  tissue  to  one  another  was  most  important ; 
(4)  the  constant  relation  also  of  the  elements  of  the  growth  to 
the  blood  vessels.  The  extension  of  the  tumour  almost  exclu- 
sively along  the  path  of  the  circulation  is  in  favour  of  the 
geneas  mentioned,  for  this  condition  well  accords  with  the 
normal  relations  of  the  chorionic  villi  and  their  derivatives  to 
the  maternal  vascular  system. 

V.  Franqu6  does  not  agree  with  Marchand  in  thinking  that 
the  correspondence  of  Langhan's  layer  in  men  to  the  foetal 
ectoderm  is  proved,  nor  that  the  syncytium  is  a  descendant  of 
the  uterine  epithelium.  He  adheres  to  the  old  view  that  the 
cellular  layer  is  of  mesodermal  origin  and  akin  to  connective 
tissue,  and  that  the  syncytium  is  of  foetal  descent  and  an 
ectodermal  epithelium. 

In  connection  with  the  suggested  origin  of  malignant  new 
^owths  from  hydatid  moles,  an  exact  description  is  given  of  a 
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specimen  of  the  latter  examined  by  the  author  in  a  recent 
condition. 

On  the  Value  of  Artificial  Leukocytosis  in  the  Treat- 
ment OF  Septic  Puerperal  Processes.  By  Hofbaubr. 
Chi.  f,  Gyn,,  p.  441,  1876. 

Since  v.  Jaksch  obtained  satisfactory  results  by  the  use 
of  pilocarpin  in  severe  pneumonia,  several  attempts  have  been 
made  to  realise  the  therapeutic  effects  of  an  artificially  increased 
leukocytosis.  With  this  object  Hofbauer  has  lately  treated  7 
cases  of  puerperal  infection  in  Schauta's  Clinic^  with  Professor 
Horbaczewsky's  nuclein,  choosing  this  substance,  not  only  on 
account  of  its  prompt  action  in  stimulating  leukocytosis  and 
its  freedom  from  any  unpleasant  effect  (5  to  10  grammes 
harmless),  but  because  the  nucleic  acid  given  off  under  the 
influence  of  the  pancreatic  secretion  has  probably  a  direct 
bacteriogical  action.^ 

In  the  course  of  the  first  twelve  to  twenty-four  hours  after 
the  administration  there  was  a  very  decided  rise  in  temperature, 
generally  followed  by  a  critical  fall,  and,  in  nearly  every  case,  a 
tenderness  varying  greatly  in  extent  and  intensity,  and  some- 
times resembling  that  met  with  in  leukemia,  appeared  in  certain 
bones,  generally  the  hollow  bones  of  the  leg.  Examination  of 
the  blood  showed  decided  leukocytosis  and  the  presence  of 
numerous  nucleated  red  corpuscles,  while  there  was  no  defi- 
ciency of  haemoglobin.  One  patient  died  without  any  reaction, 
in  the  others  the  effect  on  the  general  condition  was  very 
beneficial.  Patients  who  had  lain  half  asleep  and  apathetic 
gave  clear  and  satisfactory  replies  about  their  condition,  and 
even  while  the  temperature  remained  considerably  above  normal 
lost  all  anxiety  of  expression  and  icteric  tinge  of  the  skin. 
Locally  the  ulcers  promptly  showed  healthy  granulation,  and 
endometritic  discharge,  losing  its  putridity,  became  purulent 
and  copious  at  first,  soon  moderate  in  amount.  No  definite 
conclusions  can  be  drawn  from  such  a  limited  number  of  cases, 
and  further  investigation  alone  can  show  how  much  we  may 
expect  from  artificial  leukocytosis  in  similar  cases. 

J.  J.  M. 
Puerperal  Sepsis  Treated  by  Antistreptococcus  Serum. 
Edmunds,  Amer.  Jour,  of  Med.  Sciences,  April,  1897,  P*  929- 
Hirst,  Amer,  Jour,  of  Obstetrics,  May,  1897,  p.  625.  Norris, 
Ibid,  p.  629.  Shoemaker,  Ibid,  p.  637.  Davis,  Ibid,  p.  642. 
Baldy,  Ibid,  p.  645.     ScHOBER,  Ibid,  p.  647. 

Charpentier  records  a  mortality  of  35'6  per  cent,  in  40  cases 
of  puerperal  septicaemia  treated  by  antistreptococcus  serum  in 

I  Kossel,  Deutsche.  Med.  PVcAns,,  1894,  p.  146. 
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Paris.  Shober,  collecting  21  cases  published  in  England  during 
1896,  finds  that  only  19  per  cent,  were  fatal.  Hirst,  Norris, 
Shoemaker,  Davis  and  Baldy,  and  Edmunds,  lost  5  cases  out  of 
10,  and  of  the  other  5  there  are  only  two  recorded  by  Norris 
and  Edmunds  which  directly  prove  that  the  serum  had  any 
beneficial  action.  Norris  lays  the  greatest  stress  upon  bacterio- 
logical diagnosis,  since  it  is  only  in  infection  by  streptococci  alone 
that  the  antistreptococcus  serum  is  effective ;  he  gives  10  cm.  of 
Marmorek's  serum  on  three  successive  days.  Success  is  con- 
ditional on  commencing  as  early  as  possible.  In  a  discussion  in 
the  gynaecological  section  of  the  College  of  Physicians  of  Phila- 
delphia (March  18,  1897),  the  determination  of  the  form  of  infec- 
tion in  any  particular  case,  the  uncertain  dose  and  the  diversity 
and  uncontroUability  of  the  preparation  were  insisted  upon  as 
the  main  difficulties  in  the  way  of  the  use  of  serum.  Dorland 
recommended  Hirst's  practice  of  administering  nuclein  at  the 
same  time  in  order  to  preserve  the  blood  from  decomposition  by 
the  toxin  and  antitoxin  in  the  circulation. 

The  Culture,  Diagnosis,  and  Serum  Treatment  of  Puer- 
peral Fever.  By  Dr.  Haultain.  Eiin,  Med.  Journal^ 
July,  1897. 

In  a  paper  on  this  subject  Dr.  Haultain  upheld  the  use  of  the 
''  culture "  method,  not  only  in  diamosis,  but  for  purposes  of 
pr(^osis  and  treatment.  If  the  infection  was  a  mixed  one  the 
prognosis  was  bad,  and  especially  if  the  B.  coli  communis  was 
present.  If  streptococci  alone  existed  the  chances  of  recovery 
were  good,  but  if  both  these  and  streptococci  were  present,  the 
prognosis  was  not  nearly  so  hopeful.  F,  F.  S. 

Eclampsia  affecting  Mother  and  Child.  By  Schmid.   Klagen- 
furt  Centralbl.f.  Gynak.f  No.  25,  p.  821. 

A  woman,  Il.-para,  who  was  brought  into  hospital  in  an 
eclamptic  condition,  was  delivered  with  forceps  in  deep  anaes- 
thesia from  morphia  and  chloroform.  The  asphytic  child 
recovered,  but  two  hours  later  was  aj6fected  by  clonic  spasms 
and  died  in  a  fit  on  the  next  day.  The  mother  recovered.  The 
autopsy  on  the  child  disclosed  inter  alia  acute  nephritis  and 
haemorrhagic  hepatitis,  from  which  Schmid  concludes  that  the 
spasms  were  essentially  eclamptic.  In  conclusion,  he  recom- 
mends, as  still  insufficiently  appreciated,  enemata  of  the  normal 
salt  solution  in  doses  of  from  }  to  ^  a  litre  several  times  a  day,  as 
a  simple,  painless,  and  rapidly  effective  remedy  after  great  loss  of 
blood,  restoring  the  action  of  the  heart,  improving  the  general 
condition,  and  relieving  the  symptoms  of  acute  anaemia,  head- 
ache, faintness,  loss  of  sight,  and  above  all,  tormenting  thirst. 

VOL.  XIII. — ^NO.  50.  20 


286     Summary  of  Gynecology,  including  Obstetrics. 

Endometritis  during  Pregnancy,  and  its  Etiology.  By 
Emmanuel  (Berlin).  Zeitschrift  fiir  Geb,  u.  Gyn.,  xxxvi.,  p. 
283. 

The  author  supports  Veit's  opinion  that  endometritis  of  preg- 
nancy depends  on  a  chronic  endometritis  existing  before  concep- 
tion, on  the  ground  of  the  following  recent  observation  of  his 
own.  A  woman  aborted  in  the  fourth  month  and  two  months 
later  was  curetted  for  haemorrhage.  Histological  examination 
of  the  decidua  vera  and  scrotina  disclosed  numerous  inflamma- 
tory focci  infiltrated  with  crowds  of  small  diplococci.  On  the 
other  hand,  the  curetted  matter,  though  exhibiting  all  the  signs 
of  chronic  endometritis,  contained  no  cocci.  The  cocci,  ia 
Emmanuel's  opinion,  caused  the  inflammation  of  the  decidua 
which  led  to  the  abortion,  but  he  has  no  reason  to  give  why  only 
eight  weeks  later  none  could  be  found  in  the  endometrium.  This 
negative  result  coincides  with  the  observations  of  others  (Bumm, 
Pfannenstiel,  Doederlein,  Menge,  Merttens,  Gottschalk,  Immer- 
wahr),  who  have  never  found  bacteria  in  chronic  endometritis 
corporis  uteri. 

Childbirth  from  a  Uterus  Bicornis  Duplex  Subseptus 
BicoLLis  cum  Vagina  Duplice.  By  Jakesch  (Franzenbad). 
Centralbl.  fiir  Gyndk.,  No.  24,  729. 

A  case  remarkable  from  the  difficult  course  of  the  labour, 
which,  except  in  one  instance,  reported  by  von  Dittel,  in  which 
the  breech  presented  and  the  septum  was  ruptured  and  required 
ligature,  has,  in  all  other  analagous  cases  as  yet  published,  been 
spontaneous  at  term,  or  when  premature,  has  not  required 
operative  intervention.  The  woman  was  a  primipara,  of  30 
years,  at  full  term.  After  three  days*  severe  labour  pains 
Jakesch,  when  consulted,  found  a  double  introitus  vaginae,  two 
vaginal  portions,  of  which,  however,  only  the  left  was  dilated,  and 
a  double  uterus,  the  head  of  the  child  being  in  the  left  and  the 
trunk  and  placenta  in  the  right  side.  The  child  was  dead,  so  he 
perforated  the  presenting  head,  which  could  not  be  extracted 
with  the  cranioclast  until  he  had  succeeded  in  smashing  one 
humerus.  The  placenta  was  removed  by  hand  on  account  of 
haemorrhage.  An  illustration  is  given  of  the  position  of  the 
foetus  in  the  third  stage.     Normal  puerpery. 

Conception  after  Curettage  of  Cervical  Carcinoma.  By 
Leinziyer  (Graz).  Centralbl.  f.  Gyti&k,  No.  18,  p.  502. 
A  woman  of  41  curetted  for  inoperable  carcinoma,  cauterized 
and  discharged  in  a  fortnight  much  improved,  was  re-admitted 
one  year  later  with  an  enlarged  uterus  and  a  return  of  the 
cancer.  After  repeated  curettage,  and  the  use  of  the  sound  in 
the  uterus  for  diagnosis,  she  aborted  a  macerated  foetus,  and 
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died  eleven  days  later  from  sepsis.  Seven  other  cases  are 
recorded  of  the  occurrence  of  conception  after  operative  inter- 
vention on  account  of  uterine  carcinoma. 

The  pregnancy  was  taken  for  hydrometra.  Van  de  Veer  (v. 
Cht,<i  1890)  collected  sixty-eight  published  cases  of  unrecognized 
or  improperly  diagnosed  pregnancy,  and  concluding  that  the 
mistake  was  sometimes  unavoidable  urged  that  all  such  cases 
should  be  published. 

Extra-Uterine  Fcetation — Sub-Hepatic     Veit,  Handbuch  der 
Gynakologie.     Bumm,  "  Gonorrhoea  in  Women." 

Tufl&er  communicated  to  the  Academy  of  Medicine  on  June 
8,  the  case  of  a  woman  who  during  the  course  of  a  normal 
pregnancy  complained  many  times  of  hepatic  pains.  One  month 
after  natural  labour  at  term  she  had  an  attack  of  hepatitis  with 
jaundice,  followed  after  a  second  month  by  symptoms  which 
were  attributed  to  cholecystitis.  When  the  abdomen  was 
opened  a  macerated  foetus  of  about  five  months*  development 
was  removed  from  a  cyst  adherent  to  the  gall  bladder,  and  the 
sac  cleaned  and  plugged.    The  woman  made  a  rapid  recovery. 

A  Rare  Case  of  Old  Tubal  Pregnancy.     By  Kretschmur 
(Kiel).     (Momtsschrift  f,  Geb.  u,  Gyn.y  v.,  6. 

During  a  laparotomy  for  a  large  ovarian  cyst,  a  small  spindle- 
shaped  enlargement  was  found  on  one  closed  tube  containing 
thirty-five  small  bones  reseiAbling  those  of  a  foetus  of  three 
months.  From  the  history  of  the  case  it  was  ascertained  that 
this  tubal  pregnancy  happened  thirteen  years  previously.  The 
epithehum  of  the  ovisac  proved  to  be  imciliated  and  columnar ; 
the  muscular  tissue  of  the  tube  wall  was  to  some  extent  changed 
into  connective  tissue.  The  case  is  a  good  proof  of  the  recu- 
perative capacity  of  the  tube  after  tubal  pregnancy,  so  greatly 
insisted  upon  by  Winckel.  J.  J.  M. 

Ectopic  Gestation  twice  in  the  same  Patient  within  seven 
MONTHS.     Australasian  Medical  Gazette,  vol.  xvi..  No.  6. 

Dr.  Ralph  Worrall,  of  Sydney,  reports  the  following  interest- 
ing case : — 

C.  C.  (multipara)  was  admitted  into  the  Sydney  Hospital  on 
January  5,  1896. 

The  previous  history  was  that  she  had  missed  the  menstrual 
period,  due  about  Christmas,  and  that  the  previous  period  had 
been  unusually  scanty.  She  thought  herself  pregnant.  For 
three  weeks  past  she  had  noticed  a  lump  falling  about  in  the 
^o^er  abdomen,  especially  on  stooping.  On  January  i  she 
slipped  slightly,  and  immediately  severe  pain  set  in  in  the  right 
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inguinal  region.  She  felt  very  ill  and  faint,  and  was  put  to  bed 
by  friends.  On  the  3rd,  feeling  better,  she  got  up  and  began  to 
do  a  little  work  about  the  house,  when  sudden,  agonising  pain 
began,  so  great  that  she  could  scarcely  stagger  back  to  bed. 
She  fainted  several  times,  and  it  was  noticed  how  cold  she  had 
become.  There  was  slight  haemorrhage  from  the  uterus.  She 
vomited  two  or  three  times,  and  had  not  been  able  to  get  the 
bowels  to  move  or  pass  flatus  since  the  first  attack  of  pain.  The 
following  was  her  condition  on  admission: — 

Blanched,  anxious-looking ;  tongue  dry  and  furred  ;  abdomen 
greatly  distended;  tender  all  over,  and  very  tender  in  right 
inguinal  region,  where  a  small  nodule  is  felt,  slightly  movable. 
Uterus  is  in  normal  position,  slightly  enlarged,  fixed,  not  appa- 
rently connected  with  above  nodule ;  os  uteri  patulous,  but  no 
sanious  discharge  now ;  slight  irregular  matting  all  over  vaginal 
vault,  which  is  considerably  tender,  but  not  depressed. 

Abdominal  section  was  performed  three  days  after  second 
attack  of  pain  and  collapse.  Median  incision.  Parietes  very 
vascular.  Peritoneum  dark ;  on  opening  it  many  pints  of  dark 
fluid  blood  gushed  out.  The  right  broad  ligament  was  moder- 
ately distended.  On  its  posterior  surface  was  a  ragged  opening, 
the  size  of  a  large  half-crown,  which  was  blocked  with  a  firm 
clot.  The  intestines  were  greatly  distended,  intensely  congested, 
and  roughened  with  lymph.  The  fallopian  tube  was  not  mark- 
edly distended.  The  ovarian  artery  in  the  outer  border  of  broad 
ligament  was  quickly  tied,  and  another  ligature  placed  close  to 
uterine  comu.  The  rugged  portion  of  broad  ligament  was  then 
cut  away,  and  the  ligament  sutured  from  pelvis  brim  to  uterus. 
Even  then  the  haemorrhage  was  imperfectly  controlled ;  so, 
after  flushing  with  saline  solution,  a  gauze  roll  was  placed  on  line 
of  suture  in  ligament,  and  a  glass  drainage-tube  in  Douglas' 
pcuch.  The  latter  was  removed  in  24  hours,  and  the  former  on 
the  third  day.    The  patient  made  a  very  easy  recovery. 

The  probable  sequence  of  events  and  cause  of  the  haemor- 
rhage was  a  primary  rupture  of  the  tube  downwards  between 
layers  of  broad  ligament,  the  haemorrhage  thus  being  extra- 
peritoneal and  limited  by  the  tension  of  these  serous  folds. 
Then,  in  consequence  of  the  patient  resuming  her  household 
duties,  a  fresh  haemorrhage  occurred,  under  the  pressure  of  which 
there  was  a  secondary  rupture  of  the  broad  Hgament  into  the 
general  cavity  of  the  peritoneum,  the  bleeding  then  being  intra- 
peritoneal and  unlimited. 

On  the  20th  of  August  of  that  same  year  I  was  again  sent  for 
by  this  patient,  and  was  given  the  following  history :  She  had 
remained  quite  well  since  leaving  the  hospital  until  August  i, 
when  she  missed  the  period  due  on  that  date,  and  the  following 
day  was  attacked  by  violent  pain  in  the  lower  abdomen,  with 
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slight  collapse.  She  remained  in  bed  for  a  day  or  two,  but  saw 
no  physician.  A  week  later  a  red  vaginal  discharge  appeared, 
and  continued  up  to  the  time  of  my  visit.  She  noticed  no  pieces 
of  membrane. 

On  the  17th  there  was  a  second  attack  of  severe  pain  after 
exertion,  and  again  slight  collapse,  from  which  she  recovered  next 
day,  and  went  about  as  usual,  although  feeling  far  from  well. 

On  the  20th,  just  before  my  visit,  after  a  hearty  tea,  she  was 
seized  with  a  third  and  most  severe  attack  of  pain,  which  she 
described  as  "  agonising."  On  my  arrival  I  found  her  vomiting  ; 
blanched ;  p.  §3,  very  soft  and  compressible ;  sub-normal ; 
respirations,  sighing ;  voice  weak. 

The  pain  was  most  marked  in  the  epigastric  region,  al- 
though it  had  begun  in  the  pelvis,  where  the  tenderness  was 
greatest.  There  was  considerable  abdominal  disteQsion.  P.  V.: 
Owing  to  the  condition  of  the  patient  I  could  examine  only 
imperfectly,  but  made  out  a  tender  fulness  in  the  left  ant.  and 
left  fornix. 

She  was  admitted  into  the  Sydney  Hospital,  and  abdominal 
section  performed  next  morning.  Intestine  was  firmly  adherent 
to  the  parietes  beneath  the  old  cicatrix.  On  opening  the  peri- 
toneum a  large  quantity  of  dark  fluid  and  clotted  blood  escaped. 
The  source  of  the  haemorrhage  was  found  to  be  the  left  tube, 
which,  although  unruptured,  was  considerably  dilated,  and 
held  entangled  in  the  fimbriae  of  its  abdominal  ostium  a  tubal 
mole. 

The  abdominal  cavity  was  thoroughly  flushed  in  all  parts  with 
saUne  solution,  and  a  drainage-tube  inserted. 

The  patient  made  an  uneventful  recovery.  F.  F.  S. 

Acetone  in  the  Urine  of  Women  during  Gestation  and 
Labour  as  a  Sign  of  the  Intra-uterine  Death  of  the 
Ovum.  By  Knapp  (Prague).  CmtralbL  f.  Gyndk^  No.  16, 
p.  417. 

Acetone  in  normal  urine  only  exists  in  traces,  but  when 
in  any  part  of  the  system  a  large  amount  of  albumen  is 
being  rapidly  decomposed,  aldehydes  of  the  secondary  alcohols, 
especially  dunethylactone,  appear  in  the  blood,  urine  and 
expired  air,  and  the  amount  of  acetone  is  increased,  constituting 
the  pathological  acetonuric  of  von  Jakesch.  VicareUi  stated 
that  positive  evidence  of  acetone  in  the  urine  of  pregnant  women 
is  a  sure  sign  of  the  intra-uterine  death  of  the  ovum.  This 
statement,  ^therto  not  much  noticed,  is  now  confirmed  by 
Knapp  as  regards  all  cases  he  has  examined,  inastnuch  as  in  ail 
those  women  whose  children  were  alive  the  tests  gave  negative 
results.  Legal's  test  was  the  one  employed  and  is  particularly 
described. 
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On  the  Etiology  and  Forensic  Importance  of  Rupture  of 
THE  Vagina  Suh  Coitu.  By  Warman  (Kielce).  CentralbL 
fur  Gyndk,  No.  24,  p.  736. 

Warman  was  led  to  examine  the  published  cases  (twenty-five) 
of  this  injury  with  regard  to  its  etiology  in  connection  with  a  case 
of  alleged  rape.  A  cook,  aged  58,  and  the  mother  of  eight 
children,  had  a  rupture  in  the  posterior  vaginal  vault  which  she 
attributed  to  an  attempt  to  violate  her.  He  concludes  that  the 
cause  of  such  rupture  is  to  be  found  rather  in  an  exalted  condi- 
tion of  sexual  excitement  on  the  part  of  the  woman  than  in  the 
violence  of  coitus  in  that  of  the  man,  and  that  injuries  when 
merely  deep-seated  vaginal  ones  exclude  rape.  J,  J.  M. 

The  Use  of  the  Kolporynter  in  the  Uterus  for  the 
Purpose  of  Delivering  Premature  Births.  By  Herich 
(of  Riga).     Centralblatt  jUr  GyndholcgU^  February,  1897. 

Herich  describes  five  cases  where  he  used  this  method  with  suc- 
cess. All  five  patients,  amongst  whom  was  one  with  twins,  were 
multiparas  in  the  ninth  month  of  pregnancy ;  in  two  there  were 
distinct  reasons  for  delivery  owing  to  the  presence  of  eclamptic 
attacks,  in  two  there  were  chronic  diseases  (myelitis  transversa 
and  curvature  of  the  spine)  threatening  the  lives  of  the  mother 
and  child,  and  in  one  there  was  pelvic  contraction. 

The  kolporynter  was  introduced  with  every  antiseptic  pre- 
caution imder  anaesthesia  in  four  and  without  in  one.  As  all 
the  patients  were  multiparas  the  preliminary  dilatation  of  the 
cervical  canal  was  not  required  in  any  case. 

In  two  patients  there  was  marked  dilatation  of  the  cervical 
canal  in  a  very  few  minutes  (four  to  seven)  and  the  author  was 
able  to  remove  the  kolporynter  and  deliver  the  fcetus  after 
preliminary  turning. 

In  the  other  three  cases  the  time  was  much  longer,  being 
three-quarters,  one,  and  three  hours  respectively ;  and  in  these 
cases  it  was  also  necessary  to  make  use  of  Diihrssen's  cervical 
incisions.  The  delivery  of  the  foetus  was  somewhat  difficult  in 
two  cases,  and  in  one  it  was  necessary  to  apply  the  forceps  to 
the  after-coming  head.     In  three  it  was  easy. 

Four  children  were  bom  viable,  two  were  asphyxiated,  and 
two  dead.  The  membranes  had  to  be  removed  by  hand  in  one 
case.  There  was  uterine  atony  in  each  case  after  delivery,  in  two 
severely,  and  in  three  lightly. 

The  after-period  was  normal  in  four  cases,  and  in  the  fifth  the 
temperature  once  reached  39*4°  C. 

Herich  advises  from  this  experience  that  the  kolporynter 
should  be  used  in  such  cases  in  which  there  are  indications  for 
speedy  delivery  of  pregnant  women,  and  in  whom  other  methods 
of  delivery  are  contra-indicated  owing  to  their  longer  duration. 
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Should  Syphilitics  Marry?    By  H.  G.  Klotz.    Tht  New  Yorker 
MediciniscJu  Monatsschrift,     W  ovember  20,  1 896. 

The  first  point  to  settle  is  as  to  whether  the  syphilis  is  in  an 
infectious  stage.  The  author  considers  that  the  third  stage  of 
syphilis  is  not  infectious,  and  it  only  shows  itself  in  10  to  20  per 
cent,  of  those  suffering  from  syphilis. 

The  patients  in  the  first  and  second  stages  may  easily  excite 
syphilis  either  in  the  region  of  the  vulva  or  internally,  and  in 
addition  the  wife  may  have  very  severe  syphilis  from  the  recep- 
tion of  syphilis  through  her  foetus  from  the  father.  The  influence 
of  paternal  syphilis  on  the  child  may  vary.  Firstly  there  may  be 
abortions  and  miscarriages  of  dead  foetuses  ;  after  this  the  child 
may  reach  term  but  showing  the  distinct  signs  of  syphilis,  and 
destined  to  early  death ;  then  further,  children  may  have  no 
signs  of  syphilis,  but  are  of  weak  vitality  and  prone  to  every 
ailment  and  predisposed  to  rickets,  chronic  hydrocephalus,  in- 
flammation of  the  meninges  of  the  brain  and  other  disorders. 
Finally  a  large  number  of  children  are  born  quite  strong  and 
lively,  and  they  in  their  turn  have  healthy  children.  The  worst 
results  for  the  child  occur  when  there  is  maternal  syphilis,  and 
it  is  only  rarely  under  these  conditions  that  a  healthy  child  is 
bom  and  remains  strong. 

As  regards  the  influence  of  other  diseases  on  the  course  of 
syphilis  and  its  connection  with  sclerosis  of  the  cord  and  spread- 
ing paralysis,  much  has  been  recently  said  and  done  by  the  neuro- 
pathologists. From  this  the  author  concludes  that  there  is  no 
fundamental  reason  for  forbidding  marriage  to  a  syphilitic  patient, 
if  treatment  has  been  well  carried  out,  and  if  after  the  treatment 
a  sufficient  length  of  time  has  been  allowed  to  pass. 

Dr.  Lustgarten  in  the  same  paper  refers  to  the  same  subject, 
and  his  opinion  is  that  the  following  points  must  be  con- 
sidered:— (i)  the  existence  of  the  disease;  (2)  the  method  of 
treatment;  (3)  the  time  of  disappearance  of  the  last  syphilitic 
signs. 

Syphilis  becomes  non-infectious  after  the  lapse  of  a  certain 
time  (two  to  five  years) ;  with  time,  too,  the  danger  of  any 
sequelae  is  lessened,  especially  in  those  cases  which  have  been 
treated  by  mercury  and  iodine. 

Lustgarten,  referring  to  the  varied  replies  of  various  authors 
to  the  question  as  to  how  long  must  pass  before  a  syphilitic  may 
be  allowed  to  marry,  proceeds  to  give  his  own  view.  In 
fresh  cases  of  syphilis  the  patient  must  have  a  two  years' 
course  of  treatment.  If  in  the  course  of  the  next  three  years 
there  are  no  signs  of  syphilis  he  may  marry,  but  should  go 
through  a  preparatory  course  of  treatment  for  one  month  before 
the  wedding.  If  any  signs  of  syphilis  appear  the  treatment  should 
again  go  on  for  one  year.       In  this  manner  the  great  majority. 
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after  the  lapse  of  three  to  five  years  from  the  date  of  infectioa* 
may  be  allowed  to  marry. 

The  Loss  of  Body  Weight  in  Healthy  Women  Immediately 
AFTER  Delivery.  By  Karl  Heil  (Heidelberg).  An}m, 
fur  Gyndkologiey  vol.  li. 

The  average  loss  of  weight  in  lOO  lying-in  women  was  2*298, 
kilos,  out  of  an  original  average  weight  after  delivery  of 
55*467  kilos ;  in  other  words,  out  of  every  kilo  of  body  weight 
there  was  a  loss  of  0*041  kilogramme,  so  that  the  loss  of 
weight  was  equal  to  ^  of  the  original  average  weight  after 
delivery. 

The  daily  loss  was  greatest  on  the  first  day,  and  then 
gradually  lessened  until  the  fourth  day,  on  the  iinh  and  sixth 
days  it  was  again  augmented,  on  the  seventh  day  it  was  nearly 
as  high  as  the  loss  on  the  second  and  third  days. 

Beginning  with  the  eighth  to  the  tenth  day,  an  increase  in 
weight  was  noticed  which  was  greater  on  the  eighth  day,  and 
after  the  eleventh  day  again  changed  to  a  loss  of  weight.  In 
22  per  cent,  of  the  women,  the  loss  of  weight  ceased  at  the 
ninth  day,  and  increase  began  to  take  place ;  in  eleven  cases  on 
di3charge  (eighth — fourteenth  day),  the  original  weight  had 
been  regained ;  and  in  four  women  the  body  weight  never  fell 
at  all  from  its  original  after-delivery  height.  In  addition  to 
the  primary  fall  in  weight,  the  author  found  in  the  majority  of 
cases  a  second  fall  at  the  end  of  the  second  week  after  delivery. 
In  eight  women  who  did  not  suckle,  the  loss  of  weight  was 
markedly  less  than  the  average.  In  i,  3,  4  and  5  paras,  the 
loss  of  weight  was  below  the  average,  in  2  parae  it  was  506 
grammes  above  the  average  (in  this  neither  the  body  weight  of 
the  delivered  woman  nor  her  age  were  taken  into  account). 

The  relation  between  the  original  weight  and  the  amount 
of  loss,  was  expressed  as  follows :  the  greater  the  weight  the 
greater  the  loss;  with  an  original  weight  of  41,  56*5  kilogrammes, 
the  loss  was  less  than  the  average ;  at  56*5  kilos  and  more,  the 
loss  was  often  much  above  the  average.  In  the  young  modiers 
(ten  were  below  20  years  of  age),  the  loss  of  weight  was 
markedly  less  (all  of  them  were  primiparae  with  slight  body 
weight). 

The  great  difference  between  the  results  of  the  author  and 
those  first  obtained  (Gassner,  Baumm),  is  contained  in  the  fact 
that  the  average  loss  of  weight  found  by  Herl  was  much  less, 
and  that  the  recovery  of  weight  in  the  majority  of  cases  began 
even  at  the  first  week.  The  reason  of  this  appears  to  be  the 
better  nourishment  of  the  lying-in  women  in  the  Heidelberg 
Maternity.  In  every  case  of  somewhat  severe  loss  of  weight 
after  delivery,  a  correspondingly  suitable  increase  of  food  should 
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be  given.  The  fall  of  weight  in  the  first  day  after  delivery  and 
again  on  the  first  day  after  getting  up,  are  evidently  indications, 
as  is  the  increasing  weight  about  the  end  of  the  first  week. 

^  The  best  food  for  lying-in  women  was  found  to  be  milk.  It 
is  important  for  nutrition  that  the  lying-in  women  should  rest 
in  bed  for  a  sufficient  time. 

In  the  mother  of  twins,  the  weight  fell  from  68*545  kilos  to 
60*625  l^os  on  the  eighth  day,  a  loss  greater  by  three  times 
than  the  average,  on  the  eighth  day  there  was  a  slight  recovery 
of  weight,  and  on  the  twelfth  a  second  slight  fall.  The  mother 
suckled  both  children.  F.  E. 

On    Suddbn    Death    in    Pregnancy   and    Child-bed.      By 
ZwEiFEL.    Cmtrdb.f.  Gynak.  i.,  1897. 

Zweifei  records  the  following  unique  case: — Perforation 
was  performed  in  the  case  of  a  multipara,  aged  29,  on 
account  of  rigors  and  pyrexia.  She  had  jatmdice  on  the 
third  day,  secondary  haemorrhage  on  the  ninth  and  tenth  with- 
out assignable  cause,  and  death  took  place  on  the  eleventh 
suddenly,  without  any  precursory  symptoms.  The  suspicion  of 
pulmonary  embolism  was  contradicted  by  the  autopsy,  which, 
however,  disclosed  signs  of  sub-acute  nephritis.  Zweifei  ex- 
plains the  cause  of  death  as  uraemia  acutissima — no  similar  case 
has  yet  been  published.  The  other  cases  of  sudden  death  he  has 
himself  met  with  were  due  to  pulmonary  embolism,  heart 
disease,  tumours  of  the  brain  or  medulla  oblongata,  or  stenosis 
of  both  coronary  arteries  from  arterio-sclerosis. 

On  Large-celled  (Decidual-formed)  Proliferation  on  the 
Peritoneum  and  Ovaries  in  Intra-Uterine  Pregnancy. 
By  ScHMORL  (Dresden).  Monatsschr.  /.  Geb.  u.  Gyn.^ 
vol.  I. 

Schmorl  has  found  these  proliferations,  hitherto  described  as 
occurring  only  in  extra-uterine  pregnancy,  in  thirty  cases  of  intra- 
uterine. Generally  situated  in  the  excavatio  recto-uterina  or  in 
the  ovaries,  they  form  small  excrescences  which  sometimes  are 
hardly  to  be  distinguished  from  tubercle.  They  lie  below  the 
peritoneal  endothelium  (or  germinal  epitheUum  of  the  ovary) 
and  are  evidently  derived  from  connective  tissue  cells.  They 
are  found  as  early  as  the  fifth  month,  only  form  during  preg- 
nancy, and  share  in  puerperal  involution. 

J.  J.  M. 
The  Management  of  Tumours  of  the  Uterus  and  Append- 
ages Complicating  Pregnancy.    By  B.  Austin  Cheney» 
M.D.,  of  Yale.    American  Journal  of  Obstetrics^  Feb.,  1897. 

Dr.  Austin  Cheney  points  out  the  comparative  frequency 
of  abortion  resulting  from  pressure  exerted  upon  the  uterus  by 
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the  tumour,  and  from  mechanical  interference  with  its  further 
development,  from  deficient  quantity  of  blood  supply,  and  also 
probably  from  the  irritation  of  the  sympathetic  system.  Further 
dangers  are^  in  ovarian  tumours,  twisting  of  the  pedicle  with 
gangrene  and  suppuration  of  the  tumour,  rupture  of  the  cyst,  and 
possible  intestinal  obstruction  from  its  pressure.  From  an 
analysis  of  cases  of  labour  complicated  by  ovarian  cyst,  he  finds 
that  where  the  labour  has  been  terminated  by  forceps  without 
puncture  of  the  cyst,  the  maternal  death  rate  has  been  50  per 
cent.  Where  version  has  been  done,  also  without  puncture,  the 
ratio  has  been  very  nearly  as  high.  Better  than  these,  where 
Caesarean  section  and  removal  of  the  growth  have  been  done,  the 
ratio  has  been  25  per  cent.  Where  the  existence  of  the  cyst  is 
known  before  the  onset  of  labour,  and  the  surgeon  can  elect  his 
course,  immediate  ovariotomy  gives  far  better  results.  In  204 
ovariotomies  at  different  periods  of  gestation  collected  by 
Gordon,  there  are  21  cases  in  which  the  mother  recovered,  but 
result  as  to  the  pregnancy  is  not  given ;  7  cases  in  which  the 
uterus  was  injured  causing  two  deaths;  of  the  remaining  176 
cases,  93*2  per  cent,  recovered,  6*8  per  cent,  died ;  in  69*4  per 
cent,  the  gestation  proceeded  to  term,  in  22  per  cent,  premature 
labour  followed  the  operation.  The  injurious  influence  of  pedun- 
culated subserous  fibroids  upon  pregnancy  and  labour  is  even 
more  marked  than  that  of  ovarian  cysts.  Dr.  Cheney  rep>orts 
two  successful  cases  of  his  own,  one  of  ovariotomy,  the  other  of 
myomectomy  during  pregnancy ;  in  both  cases  the  patient 
recovered  and  was  delivered  at  full  term.  J.  F.  J. 

The    Symphysis  Pubis  in    Parturition.     By  E.   A.  Aybbs, 
M.D.     American  youmal  of  Obstetrics,  July,  1897. 

This  is  a  second  paper  in  which  Dr.  Ayers  supplements  his 
first  report  on  five  cases  by  a  further  account  of  three  others, 
making  eight  in  all  in  which  he  has  performed  symphysiotomy 
after  his  own  method,  described  by  him  as  "  subcutaneous."  He 
maintains  that  the  question  of  selection  between  the  operation 
of  symphysiotomy  and  that  of  induced  laboiu:  presents  itself  in  a 
comparatively  small  number  of  cases,  as  the  great  majority  are 
emergency.  He  holds  that  the  mortality  risk  for  the  mother  is 
about  I  per  cent,  greater  in  selected  symphysiotomy  than  in 
induced  labour ;  for  the  child  it  is  twice  as  great  in  induced 
labour.  The  added  danger  to  the  child  in  induced  labour  must 
be  balanced  against  the  risk  of  disablement  and  the  discomfort 
to  the  mother  in  symphysiotomy.  The  attempt  to  deliver  with 
the  forceps  in  these  emergency  cases  should  not  be  rapid  and 
brief  so  much  as  slow  and  gentle. 

Of  the  five  cases  reported  in  the  previous  paper  four 
recovered  completely  without  disability  or  laceration  of  bladder 
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or  vagina,  or  inflammatory  reaction  in  the  wound  and  with  firm 
fibrous  union  ;  the  "  play  of  the  joints  "  varying  from  one-eighth 
to  one-quarter  of  an  inch.  In  the  fifth  case  Dr.  Ayers  before 
operating  severed  a  very  extensive  ring  of  the  cicatricial  tissue 
which  encircled  the  vagina,  this  subsequently  sloughed  and 
though  the  joint  wound  healed  by  the  eighth  day,  this  sloughing 
opened  the  rectum  and  bladder ;  infection  followed  and  the 
patient  died  on  the  thirty-third  day  after  the  operation,  of 
secondary  pneumonia. 

The  three  cases  now  added  did  well ;  the  true  conjugates  were 
three  and  half  inches,  four  inches,  and  three  inches  respectively. 
The  amount  of  separation  resulting  from  the  symphysiotomy, 
and  by  the  aid  of  which  delivery  became  possible,  was  respec- 
tively, two  and  a  half  inches,  two  and  a  half  inches,  and  two 
inches. 

Dr.  Ayers  considers  it  necessary  in  order  to  obtain  union 

at  the  joint  after  operation  that  the  mother  should  be  slung  in  an 

arrangement,  such  as  he  has  devised — a  sort  of  double  hammock. 

A  very  interesting  series  of  nine  collected  cases  of  traumatic  and 

spontaneous  rupture  of  the  symphysis  pubis  are  briefly  recorded. 
The  special  directions  which  Dr.  Ayers  gives  for  performing 

this  operation  of  subcutaneous  symphysiotomy  are : 

(i)  Seciure  fuU  dilatation  of  the  cervix,  if  possible  without 

risk  to  the  child. 

(2)  Have   the  urethra  and  bladder  held  on  one  side  with 

a  sound. 

3.  Make  the  initial  incision  a  little  above  the  subpubic  arch 
and  under  the  elevated  clitoris. 

4.  Introduce  the  left  index  finger  within  the  vagina,  against 
the  posterior  groove  or  ridge  of  the  joint,  up  to  the  top. 

5.  Pass  a  narrow  tenotomy  knife,  with  the  point  close  to  the 
joint,  up  to  within  a  half-inch  of  the  top,  and  under  the  over- 
lying soft  tissues. 

6.  Substitute  a  probe-pointed  bistoury  and  meet  the  left 
index-finger  with  the  probe  over  the  top  of  the  joint,  and  work 
the  blade  through  the  joint  downward  until  separation  is  felt  by 
the  posterior  finger. 

7.  Have  an  assistant  press  the  mouth  of  the  wound  and  the 
tissues  lying  over  the  joint  with  a  small  piece  of  gauze. 

8.  Deliver  with  forceps,  if  possible,  and  refrain  from  supra- 
pubic pressure,  aiming  to  deliver  the  head  through  the  cervix 
without  drawing  the  latter  down  below  the  symphysis. 

9.  Hold  the  bladder  well  to  one  side  while  pressing  the  pubic 
bones  together. 

10.  Pass  a  small  strip  of  gauze  into  the  prepubic  wound,  and 
another  against  the  cervix,  after  irrigating,  leaving  both  pieces 
exposed  for  easy  removal,  having  refrained  from  stitching  cervix 
or  perineum. 
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ri.  Introduce  a  soft-rubber  retention  catheter  into  the 
bladder  and  leave  it  until  sure  the  patient  can  voluntarily 
micturate. 

12.  Dress  the  vulva  with  gauze  and  strap  the  joint  with 
adhesive  strips. 

13.  Remove  all  the  gauze  in  thirty-six  hours  and  irTi£^ate 
vulva  and  vagina  twice  a  day,  keeping  the  vulva  car^llj 
dressed  between  times. 

Symphysiotomy.    Ann.  de  Gynac.^  Jan.,  1897. 

At  the  Bandelocque  Clinic  there  were  fourteen  symphy- 
siotomies out  of  twenty-seven  artificial  deliveries  in  the  course 
of  one  year. 

After  the  operation  delivery  was  accomplished  thirteen  times 
by  forceps,  and  once  by  turnings  There  were  two  maternal 
deaths,  one  from  pneumonia  and  the  other  from  septic  infection. 
Ten  children  were  bom  alive. 

In  every  case  complete  union  of  the  symphysis  resulted  with 
no  complications. 

Pinard  states  that  during  the  past  year  five  women  npon 
whom  symphysiotomy  had  previously  been  performed  were 
delivered  naturally. 

He  also  operated  on  one  patient  a  second  time  without  any 
difficulty.  F.  F.  S. 

Ovarian  Pregnancy  Complicating  Normal  Utbrinb  Gesta- 
tion ;  Successful  Laparotomy  on  the  Fifth  Day  after 
THE  Birth  of  the  Uterine  Fruit.  By  Ludwig  (Vienna). 
Wien  kl.  Wchns. 

Ovarian  pregnancy  is  very  unusual,  and  Ludwig  can  only 
find  eighteen  cases  recorded.  On  February  29,  1896,  a  woman 
of  35,  a  VL-para,  was  admitted  into  Chrobak's  clinic,  who  had 
been  spontaneously  delivered  of  a  living  full  term  female  child  in 
her  own  home  on  the  20th  of  the  same  month.  The  midwife 
noticed  that  a  second  child  was  left  behind.  As  the  doctor  called 
in  could  only  bring  away  the  retained  placenta,  and  not  the  foetus 
per  vias  naturtdes^  the  woman  on  the  fifth  day  decided  on  a  seven- 
teen hours'  journey  to  Vienna,  where  it  was  ascertained  that 
there  was  a  pregnancy  in  the  left  adnexa,  and  that  the  mature 
fcetus  was  yet  alive,  and  a  strong  living  boy  (3,570  grms.)  was 
removed  by  laparotomy  the  same  day,  and  the  uterus  and  adnexa 
extirpated.  Normal  course,  but  re-convalescence  was  impeded 
by  right  pneumonia. 

From  examination  of  the  removed  organs  it  was  ascertained 
that  the  pregnancy  was  ovarian.  Ludwig  points  out  that  in 
thirty  cases  in  which  there  were  co-existent  extra-  and  intra- 
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uterine  pregnancies,  it  was  only  in  two  instances  that  both 
foetus  lived  to  the  end  of  term  ;  of  the  extra-uterine  not  a  single 
one  lived,  and  only  seven  of  the  intra-uterine  ones.  This  case, 
with  the  recovery  of  the  mother  and  the  preservation  of  both  the 
mature  children,  is  quite  tmique. 

The  Surgical  Treatment  op  Advanced  Extra-uterine  Preg- 
nancy.    By  V.  Herff.  Ztschr,  f.  Geb.  u.  Gyn,,  xxxiv.,  p.  12. 

In  all  cases  of  extra-uterine  pregnancy  past  the  fifth  month, 
it  is,  according  to  the  author,  better,  whether  the  child  be  dead 
or  alive,  to  remove  the  ovisac  as  soon  as  possible,  or  at  all  events 
to  obviate  the  dangers  which  are  threatened  by  the  perilous 
position  of  the  placenta.  If  a  pedicle  can  be  formed  in  any  way, 
the  sac  should  be  extirpated.  Cases  in  which  the  pregnancy  is 
intra-ligamentous  or  subserous  offer  much  greater  difficulties,  and 
in  these  the  proposals  to  remove  the  foetus  but  to  leave  the  sac, 
with  or  even  without  the  placenta,  alone  till  they  are  cast  oflF  or 
shrivelled  in  the  natural  course,  after  the  completed  obliteration 
of  the  circulation,  are  most  generally  acceptable. 

When  the  ovisac  is  free  in  the  abdomen,  its  opening,  in  two 
stages,  gives  comparatively  excellent  results,  and  is  absolutely 
instated  as  soon  as  the  contents  of  the  sac  decompose  and  the 
woman  becomes  feverish.     Marsupialisation  of  the  sac  must  be 
mentioned  as  the  most  important  of  forced  proceedings,  a  position 
it  must  always  hold.     This  is  more  particularly  the  case  if  the 
removal  of  the  sac  is  opposed  by  insurmountable  difficulties,  and 
also  when  one  has  to  gain  time.     As  difficulties  to  be  considered, 
y.  Herff  instances  adhesions  of  the  sac  on  all  sides,  or  iirm  and 
intimate  with  important  organs — ^intestine  or  bladder— or  a  sub- 
serous development  in  the  neighbourhood  of  the  kidney.     He 
gives  the  details  of  two  operations  performed  by  Kaltenbach, 
and  of  another  by  Fehling,  and  summarises  the  conclusions  of 
the  Halle  clinic  as  follows :  intra-ligamentous  and  subserous;  the 
more  unusual  forms  of  development  of  the  ovisac  require,  as  a 
preliminary  to  the  control  of  haemorrhage,  ligature  of  the  uterine 
and  spermatic  arteries,  bloodless  enucleation  of  the  sac  from  the 
periphery  towards  the  placenta,  with  the  free  use  of  clamps  and 
elastic  ligatmres ;  temporary  tamponade  of  the  wound  cavity  with 
gauze  compresses,  which  are  only  removed  one  by  one  in  order 
to  ligature  or  stitch  together  the  bleeding  places.     In  some  rare 
cases  it  may  be  necessary  to  secure  the  placental  seat  with  liga- 
tures to  compress  the  aorta,  to  carry  out  a  supravaginal  amputa- 
tion of  the  uterus,  treating  the  stump  extra-peritoneally,  or  to 
leave  clamps  in  position.     Miculiez*  tamponade  is  suggested  by 
persistent  parenchymatous  haemorrhage,  or  when  the  dangers  of 
secondary  haemorrhage  have  to  be  controlled. 

J.J.M. 
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Iron  Jelloids.     (Messrs.  Warwick,  Bros.) 

Numerous  as  the  preparations  are  for  the  administration  of 
Blaud's  Pill,  we  consider  these  so-called  Iron  Jelloids  a  distinct 
advance  over  any  other  we  have  seen  and  used.  The  shape  and 
size  make  them  very  easy  to  swallow,  and  they  are  quite  plea- 
sant to  taste.  On  section  the  special  green  of  the  ferrous  salt  is 
clearly  seen,  and  it  is  evident  that  the  outer  coat  preserves  that 
ingredient  in  the  form  in  which  it  is  considered  to  be  most  easily 
assimilated.  We  have  had  many  opportunities  recently  of  pre- 
scribing these  Jelloids,  and  have  been  much  pleased  with  the 
results.  Besides  the  simple  Blaud's  Pill  of  various  strengths, 
these  Iron  Jelloids  are  made  combined  with  other  ingredients, 
in  different  quantities,  such  as  liq.  arsenicalis,  ext.  cascara, 
strychnine,  ext.  viburni,  ext.  aloes  soc,  ext.  nuc.  vom.,  ext. 
digital.,  and  zinci  oxide. 

We  understand  that  Boujean's  ergotin  and  Parrish's  Food  are 
also  now  put  up  in  a  similar  form. 

Chinosol.    (B.  KiJHN.) 

This  preparation  belongs  to  the  quinoline  group,  and 
is  claimed  as  a  very  powerful  antiseptic,  disinfectant,  and  de- 
odorant. The  published  bacteriological  reports  of  Professor 
Dr.  Emmerich  of  Munich  are  very  favourable,  and  he  concludes 
his  remarks  by  sa3ring  that  he  considers  chinosol  to  be  greatly 
superior  to  carbolic  acid  and  corrosive  sublimate  in  many  ways, 
among  others  in  its  not  being  poisonous.  In  this  he  appears 
to  be  confirmed  by  other  bacteriological  specialists.  With  regard 
to  its  practical  use  and  results,  we  are  in  a  position,  after 
some  months'  trial  of  chinosol  in  obstetric  and  gynaecological 
work,  to  speak  in  complete  endorsement   of   the  claims  put 
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forward  by  the  inventors.  We  have  used  it  for  disinfection  of 
hands  at  operations,  for  instruments,  for  vaginal  and  uterine 
irrigation,  for  application  to  wounds  either  in  fluid  or  powder 
form,  and  have  been  uniformly  pleased  with  the  results.  Among 
its  advantages  may  be  reckoned  the  facts  that  it  is  not  poisonous 
or  irritating,  that  it  is  readily  soluble  in  hot  or  cold  water,  that 
its  solutions  remain  active,  that  it  does  not  coagulate  albumen, 
and  that  it  does  not  stain  linen  or  instruments. 

It  has  a  slight,  not  unpleasant  odour,  and  does  not  harden  or 
roughen  the  skin. 

It  can  now  be  obtained  in  all  sorts  of  forms,  viz.,  pure 
powder,  tabloids,  ointment,  soaps,  and  dusting  powder.  Chino- 
sol  antiseptic  surgical  dressings  are  also  made. 

Concerning  its  application  to  other  branches  of  practice  we 
are  unable  to  speak,  though  analogy  would  suggest  that  it  would 
be  equally  suitable  to  them,  but  certainly  we  think  that  many  of 
its  characteristics  make  it  peculiarly  suited  to  gynaecological 
practice,  and  well  worthy  of  more  extensive  appication. 
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Prof.  A.  W.  MAYO  ROBSON,  F.R.C.S.,  President,  in  the  Chair. 

Present  :  27  Fellows  and  Visitors. 

The  Association  of  an  Ovarian   Cyst  with   Marked 
Bronzing  of  the  Skin. 

Mr.  Skene  Keith  showed  an  ovarian  cyst  from  a  patient 
with  an  interesting  clinical  history.  She  was  seen  some 
years  ago  by  Mr.  Keith's  father,  who  found  a  small,  slowly- 
growing  ovarian  cyst.  The  patient's  family  doctor  advised 
her  not  to  trouble  about  it  as  long  as  it  did  not  grow  large. 
A  year  ago  Mr.  Skene  Keith  saw  her ;  she  looked  ill,  suf- 
fered from  sickness,  and  had  marked  bronzing  of  the  skin, 
su^esting  Addison's  disease.  The  bronzing  had  been 
noticed  for  several  months.  He  decided,  in  view  of  her 
bad  health,  to  simply  tap  the  cyst,  and  about  30  lbs.  of 
fluid  were  removed.  All  the  symptoms  subsided,  and  the 
bronzing  became  less  marked.  The  cyst  refilled,  and  last 
week  he  moved  it.  He  showed  the  specimen  because  of 
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the  interest  of  the  association  of  the  cyst  with  the  bronzed 
skin. 

The  President  said  that,  unfortunately,  they  had  not  all 
had  the  same  favourable  experience  of  tapping  as  Mr.  Keith 
had  in  this  case.  It  was  true  that  in  the  case  of  a  simple 
parovarian  cyst,  even  if  some  fluid  escaped  into  the  peri- 
toneal cavity,  no  harm  might  result.  But  with  ovarian 
tumours  it  was  different.  He  had  operated  on  a  patient 
who  had  been  tapped  six  weeks  previously,  and  found  the 
abdomen  full  of  colloid  material,  although  he  could  not  find 
the  point  where  the  tapping  had  been  done.  Peritonitis  had 
resulted.  The  patient  recovered;  but  he  felt  that  in  the 
case  of  multilocular  ovarian  tumours  there  was  considerable 
risk.  As  regards  the  bronzing,  he  had  seen  several  cases  in 
which  this  was  associated  with  pelvic  disease  ;  the  bronzing 
in  such  cases  seemed  to  be  entirely  different  from  the 
pigmentation  found  in  association  with  pregnancy.  He 
thought  it  was  probably  due  to  sympathetic  nerve  dis- 
turbance. 

Dr.  Heywood  Smith  asked  Mr.  Keith  if  he  had  any 
theory  as  to  the  correlation  of  bronzing  with  an  ovarian  cyst, 
and  whether  he  thought  that  the  slow  growth  of  the  tumour 
in  this  case  was  associated  with  the  constitutional  condition. 
He  had  seen  some  cases  of  very  marked  pigmentation  ;  one 
in  particular,  when  he  was  Physician  to  the  British  Lying-in 
Hospital,  in  which  the  whole  of  both  breasts  became  deeply 
pigmented  and  mottled,  the  colour  becoming  darker  and 
darker  on  approaching  the  nipple. 

Mr.  Skene  Keith,  in  reply,  said  he  had  seen  bronzing 
in  other  cases,  but  had  no  theory  to  offer.  He  had  known 
this  patient  for  some  time,  and  at  the  time  of  tapping  she 
was  very  ill,  suffering  from  what  her  sister  called  "faint 
turns."  These  came  on  about  twice  a  week,  and  were  pro- 
bably of  nervous  origin.  Under  medical  treatment  she  got 
quite  well,  so  he  did  not  think  she  actually  had  Addison's 
disease.  As  regards  the  tapping,  he  agreed  with  the  Presi- 
dent that  in  cases  of  colloid  contents  of  a  cyst,  tapping 
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might  lead  to  rupture.  He  remembered  a  case  of  his 
father's  in  which  tapping  was  attempted,  and  on  the 
following  day  the  abdomen  was  opened.  The  needle 
puncture  had  become  much  larger,  but  the  colloid  matter 
was  too  thick  to  come  out.  But,  as  a  rule,  he  thought 
tapping  was  free  from  risk.  At  one  time  he  saw  it  done 
fairly  often,  and  had  not  known  of  any  bad  results. 

Dr.  Dutch  showed  an  instrument  for  removing  frag- 
ments of  placenta  after  labour  or  abortion.  It  was  on 
the  principle  of  a  large  flushing  spoon  curette,  but  had  a 
projecting  hood  which  protected  the  fundus  from  injury. 
He  had  frequently  used  it,  and  found  it  very  convenient. 

Cases  of  Tubal  Pregnancy. 

The  President  showed  two  specimens  of  tubal  preg- 
nancy,    (i)  In  the  first,  the  ovum  was  in  situ  in  the  tube. 
The  patient  was  ill,  and  her  last  menstrual  period  was  six 
weeks  previously.     She  had  a  distinct  pelvic  tumour  on  the 
left  side,  and  he  suspected  tubal  pregnancy.     He  operated, 
and  on  separating  omentum  and  intestine,  he  found  blood 
clot  in  the  pelvis.    The  finger  came  on  a  distended  tube ; 
its  orifice  was  the  point  from  which  the  blood  had  come. 
The  ovum  was  found  inside  the  tube.    A  haematocele  had 
formed  in  the  pelvis.     If  left,  the  tube  would  probably  have 
ruptured  ere  long.     (2)  This  was  a  more  ordinary  specimen 
of  tubal  rupture.    The  last  menstrual  period  was  ten  weeks 
previously,  and  she  had  had  irregular  haemorrhages.     There 
was  a  well-marked  tumour,  and  the  patient  had  much  pelvic 
distress.     In  separating  adhesions  there  was  abundant  dark 
blood  clot.    After  scooping  it  out  by  the  handful  he  found 
the  ruptured  tube.     Both  patients  recovered. 

Dr.  PuRCELL  said  that  he  had  shown  at  a  previous 
meeting  a  specimen  of  tubal  gestation  from  a  patient  from 
whom,  six  months  before,  he  had  removed  the  tube  of  the 
opposite  side,  on  account  of  haematosalpinx.  At  the  first 
operation  there  was  a  clot  in  the  ostium  of  the  tube,  but 
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the  latter  had  not  ruptured.  The  second  tube  had  ruptured 
before  operation,  and  the  mole  containing  the  foetus  was 
removed  from  the  tube. 

Dr.  Arthur  Giles  observed  that  the  first  case  mentioned 
by  the  President  reminded  him  of  a  case  he  had  seen  some 
time  ago  at  the  Chelsea  Hospital  for  Women.    The  patient 
had    missed   a    period,   her   last    dating    six  weeks    back. 
She  had  had  irregular  haemorrhage.    There  was  no  histor}' 
of  attacks  of  syncope.      On   examination,  a  well-marked       I 
tumour  was  felt  to  the  right  of  the  uterus,  and  a  good  deal       ^ 
of    resistance   in   the    pouch   of   Douglas.     He    diagnosed       s 
tubal  abortion,  with  haemorrhage  through  the  unoccluded 
ostium   of    an   unruptured  tube.    At  the  operation  there       • 
were   found,  among  the   blood  clots   in   Douglas'  pouch,       \ 
three  separate  ovoid  clots,  each  resembling  a  tubal  mole;       • 
on  removing  the  tube  the  true  mole  was  found  inside  it.       j 
There  had  evidently   been  a  slow  haemorrhage  into  the       j 
tube,   allowing    some   organisation    of    the  clot,    followed 
by   expulsion    of   a   cast    of   the   tube   on   three   different 
occasions.       It    was    an    instance    of    the    kind    of    case 
described  as  "  Missed  Tubal  Abortion." 

The  Mechanism  of  Inversion  of  the  Uterus.  By 
Dr.  Hector  Treub,  Professor  of  Gynaecology  in  the 
University  of  Amsterdam. 

Some  months  ago  a  woman,  aged  33,  was  sent  to  my 
hospital  for  a  tumour  that  presented  itself  before  the  vulva. 
The  history  of  the  case  was  not  very  clear.  The  patient  had 
been  pregnant  three  times,  but  in  each  case  her  pregnancy 
had  ended  in  abortion  in  the  third  month.  The  last  abor- 
tion occurred  seven  years  ago.  For  some  time,  she  did  not 
know  exactly  how  long,  the  patient  had  observed  that  some- 
thing was  protruding  from  the  vulva,  but  she  could  always 
reduce  it  easily,  and  had  never  sought  medical  attendance 
for  this.  Eleven  weeks  ago  a  prolapse  appeared  suddenly, 
and  could  not  be  reduced.  This  caused  her  much  pain,  and 
brought  about  haemon*hage  to  the  extent  of  making  her 
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swoon.     Since  that  moment  her  general  health  has  dete- 
riorated ;  she  has  lost  meat-juice-like  fluid,  and  has  been 
feverish.     I  found  an  extremely  pale  person,  who  on  her 
admission  to  the  hospital  was  indeed  feverish.    Outside  the 
external  genitals  was  an  irregular  tumour,  of  a  faint  red 
colour,  whose  surface  presented  a  great  many  clefts.    The 
consistence   of  the    tumour  was   soft.      In    following  the 
tumour,  which  disappeared  in  the  vagina,  with  my  finger, 
I  could  find  no  trace  of  the  border  of  the  uterine  mouth, 
the  tumour  gradually  passing   into   the  vaginal  wall.     On 
taking  the  whole  tumour  in  my  hand,  and  pulling  it  out 
by  force,  I  saw  that  the  vaginal  part  was  of  a  deeper  red 
and  of  a  smooth  surface.     The  last  part  of  it  that  could 
be  brought  to  view  without  causing  the  patient  intolerable 
pain  presented  the  characteristic  design  of  the  arbor  vitae 
of  the  cervix.    The  diagnosis  of  total  inversion  was  easy 
enough  after  this  examination.    The  irregular  part  of  the 
tumour  gave  me  the  impression  of  a  sarcoma  of  the  internal 
uterine  wall.     Microscopical  examination,  however,  brought 
to  light  that  there  was  nothing  but  a  very  cedematous  hyper- 
trophic mucous  membrane.    This  fact  made  the  prognosis 
better,  but  it  did  not  change  anything  in  the  indication. 
There  could   be    indicated    nothing    else    for    saving  the 
woman's  life  than  the  removal  of  the  inverted  uterus.    The 
patient  being  anaesthetised  during  the  operation,  I    could 
bring  the  extreme  border  of  the  cervical  mucous  membrane 
out  of  the  vulva,  but  it  was  impossible  to  invert  the  vagina 
further.    The  patient  made  a  good  recovery.     Besides  the 
cedematous   mucous  membrane,   the   uterus  only  showed 
a  very  small  intramural  fibroid  near  the  fundus,  and  seated 
at  equal  distance  from  the   inner  and  the  outer  side  of 
the  womb. 

The  microscopical  examination  of  the  uterine  wall 
showed  that  the  muscular  tissue  was  in  a  very  normal 
condition,  and  that  there  was  no  question  of  atrophy  of 
the  uterine  wall.  In  this  briefly-related  case  I  find  occa- 
sion to  treat  the  question  of  the  mechanism  of  uterine 
inversion. 
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In  my  case  the  mechanism  is  partly  very  easy  to  catch, 
inasmuch  as  it  concerns  prolapse  and  total  inversion. 
Evidently  there  had  been  an  inversion  for  a  longer  or 
shorter  time,  and  it  was  the  increase  of  the  intra-abdominal 
pressure  that  made  the  inverted  uterus  come  out  of  the 
vulva,  and  that,  at  the  same  time,  totally  inverted  the  cervLx. 
But,  on  the  other  hand,  it  is  very  difficult  to  say  what  caused 
the  inversion  of  the  body  of  the  uterus.  Perhaps,  nay 
probably,  the  small  fibroid  found  in  the  fundus  was  the 
predisposing  cause.  The  direct  cause,  however,  and  the 
way  in  which  it  acted,  is  not  so  obvious.  If  we  take  for 
granted  that  the  fibroid  was  really  the  predisposing  cause 
of  the  inversion  (for  otherwise  we  could  only  speak  of  an 
unknown  cause),  the  difficulty  of  further  explanation  lies 
in  the  uncertainty  of  the  different  views  that  have  been 
expressed  on  the  mechanism  of  inversion. 

Only  in  one  group  of  cases  of  inversion  is  the  mechanism 
wholly  understood  —  viz.,  in  those  following  immediately 
after  labour.  There,  indeed,  are  present  the  two  elements 
upon  which,  according  to  Gaillard  Thomas,  depends  the 
production  of  the  inversion  :  (i)  relaxation  and  inertia  of  the 
uterine  walls  ;  (2)  downward  traction  or  pressure  ;  and  it  is 
evident  that  a  wholly  relaxed  uterus  may  be  inverted  either 
by  traction  on  the  umbilical  cord  or  by  pressure  on  the 
fundus,  be  it  by  means  of  the  hand  of  the  obstetrician  or  by 
abdominal  pressure.  But  for  all  other  cases  this  explanation 
is  not  sufficiently  satisfactory,  as  little  for  inversion  caused 
by  tumours  as  for  inversion  occurring  in  the  later  days  of 
the  puerperal  state.  As  to  the  latter,  it  is  evidently  making 
too  light  of  the  matter  to  adopt  the  idea  Kuestner  has 
developed  in  his  last  publication— viz.,  that  these  inversions 
really  date  from  the  delivery,  and  have  only  been  overlooked. 
There  are  plenty  of  observations  to  prove  the  absolute  in- 
correctness of  Kuestner's  opinion.  The  two  kinds  of  in- 
version I  have  just  mentioned  cannot  be  produced,  it  is 
generally  thought,  without  uterine  contractions.  For  some 
years  past  Schauta,  afterwards  supported  by  Gottschalk,  lias 
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denied  any  action  whatever  of  the  uterine  muscle  in  the 
mechanism  of  the  inversion,  and  they  have  advocated  the 
view  that  only  the  relaxation  and  the  atrophy  of  the  uterine 
wall,   combined  with   the    action    of   the  intra-abdominal 
pressure,  produce,  and  are  able  to  produce,  inversion.     In 
Gottschalk's  opinion,  while  uterine  contractions  are  not  to 
be  denied  during  the  formation  of  inversion,  the  inversion 
does  not  originate  in  the  contractions,  but  in  spite  of  them. 
Schauta's  opinion,  which  is  indeed  nothing  else  than  what 
had  been  said  long  before  him,  among  others  by  Gaillard 
Thomas,   whom   I   have   cited   above,    but   which   he  has 
emphasised  more  markedly,  may  give   an    explanation   of 
some,  probably  rare,   cases   in  which   there   is   a  marked 
atrophy  of  the  uterine  muscle,  but  evidently  it  will  not  do 
for  all  cases.     First,  the  atrophy  of  the  uterine  wall  is  not  at 
all  constant,  on  the  contrary,  often  the  muscular  tissue  is  in 
a  very  good  condition.    So,  e.g.,  in  my  case.    Secondly,  if  it 
was  really  the   intra-abdominal    pressure   that   caused   the 
inversion,  why  should  total  inversion  of  the  cervix  be  so 
extremely  rare  ?    There  is  no  reason  at   all   in    Schauta's 
theory  to  account  for  this  well-known  fact.     My  case  again 
proves  clearly  that  intra-abdominal  pressure  can  invert  the 
cervix  too,  when  the  uterine  body  has  been  inverted  before, 
and  when  the  fixation  of  the  vaginal  walls  is  too  solid  to 
permit  of  a  simple  prolapse  of  the  inverted  uterus.    Thirdly, 
granted  that  the  intra-abdominal  pressure  may  in  some  cir- 
cumstances produce  a  depression  of  a  feebler  part  of  the 
uterine  wall,  as  soon  as  this  depression  exists,  the  surround- 
ing muscular  tissue  will  almost  shut  up  the  entrance  of 
the  inversion-funnel,  and  the  further  action  of  the  intra- 
abdominal pressure  will  be  rendered,  if  not  impossible,  at 
all  events  very  feeble.     Lastly,  the  difficulties  encountered 
in  trying  to  reduce  the  inverted  uterus,  and  the   absence 
of  recidivation  when  the  reduction  has  succeeded,  prove 
conclusively  that  relaxation  and   intra-abdominal  pressure 
are  not  sufficient  causes  for  the  production  of  the  accident. 
That,  in  trying  to  find  a  satisfactory  explanation,  the 
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assimilation  of  the  post-puerperal  inversion  and  that  caused 
by  tumours  is  allowed,  can  be  easily  proved.  The  condition 
called  "  enchatonnement  du  placenta "  by  French  writers^ 
has  therefore  to  be  taken  into  account.  When  the  placenta 
is  so  firmly  attached  to  the  uterine  wall  that  the  contractions 
of  the  uterus  do  not  succeed  in  detaching  it,  the  contracting 
part  of  the  uterine  muscle  excludes  the  paralytic  placental 
site,  and  causes  it  to  form  an  external  protuberance  on  the 
uterine  surface.  This  protuberance  forms  a  pouch,  and 
only  a  more  or  less  narrow  opening  leads  from  the  uterine 
cavity  into  it.  If  the  placenta  is  then  removed,  the  placental 
site  gradually  loses  its  paralytic  condition,  and  begins  to 
contract  and  retract,  and  so  the  primary  and  normal  con- 
dition of  the  uterine  wall  is  restored.  Now^,  it  may  be 
readily  assumed  that  the  paralytic  placental  site  can  be  as 
well  turned  inwards,  be  it  by  the  weight  of  the  placenta 
alone,  by  traction  on  the  cord,  or  by  pressure  from  above. 
In  that  case  there  will  be  a  protrusion  of  the  placental  site 
in  the  uterine  cavity,  a  partial  inversion.  If,  under  these 
conditions,  the  rest  of  the  uterine  muscle  contracts  strongly, 
this  inverted  part  is  more  or  less  strangulated  in  the  uterine 
cavity.  Gradual  spontaneous  return  to  the  normal  state  is 
also  possible  here,  but  it  is  not  so  easy,  as  will  be  shown 
further  on.  That,  indeed,  this  condition  can  exist  is  proved 
by  the  following  observation  by  Rokitansky,  quoted  by 
Gaillard  Thomas  : — *'  We  must  here  mention  a  very  singular 
circumstance,  which  may,  on  account  of  the  consequent 
danger,  become  important,  and  may  even  be  misunderstood 
in  post-mortem  examinations  ;  it  is  paralysis  of  the  placental 
portion  of  the  uterus  occurring  at  the  same  time  that  the 
surrounding  parts  go  through  the  ordinary  processes  of 
reduction.  It  induces  a  very  peculiar  appearance.  The 
part  which  gave  attachment  to  the  placenta  is  forced  into 
the  cavity  of  the  uterus  by  the  contraction  of  the  sur- 
rounding tissue,  so  as  to  project  in  the  shape  of  a  conical 
tumour,  and  a  slight  indentation  is  noticed  at  the  corre- 
sponding point  of  the  external  uterine  surface." 
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In  such  cases,  as  well  as  in  cases  in  which  a  fibroid 
tumour  protrudes  in  the  uterine  cavity,  and  in  which  the 
uterine  wall  is  not  at  all  atrophied,  only  muscular  contrac- 
tions can  induce  a  further  inversion.  But  in  what  way 
do  the  uterine  contractions  act  here  ?  That  a  submucous 
fibroid  with  a  long  pedicle  is  driven  out  of  the  uterus  with- 
out inverting  the  uterus,  is  easy  to  understand.  But  it  is 
generally  the  sessile  fibroids,  and  even  the  smaller  ones,  that 
amse  inversion,  and  there,  just  as  in  the  case  of  post- 
puerperal  inversion,  the  way  in  which  uterine  contractions 
act  is  not  clear.  Regular  uterine  contraction  can  never 
have  any  other  effect  than  closing  up  the  uterine  cavity 
more  and  more.  In  gynaecological  works  irregular  con- 
tractions are  spoken  of,  but  nobody  can  explain  how  these 
irregular  contractions  act,  nor  how  it  is  that  these  supposed 
irregular  contractions  bring  about  the  inversion  of  the 
uterus,  no  matter  where  the  tumour  be  implanted,  or  which 
part  of  the  puerperal  uterus  be  first  inverted. 

Now  it  seems  to  me  that   the    explanation   is  simple 
enough,  and   probably  it    is   its  very  simplicity  that  has 
caused  it  to  be  overlooked  until  now.    There  is  no  regular 
contraction  of  the  uterine  wall  in  those   cases,  and  there 
cannot  be.     The  base  of  a  sessile  tumour  cannot  contract, 
because  of  the  implantation  of  the  tumour,  which  diminishes 
or  altogether  abolishes  the  contractility  of  that  part  of  the 
wall,  and  it  cannot  be  that  only  the  contractility  of  that  base 
is  diminished ;   the  surrounding  parts  must  necessarily  be 
feebler  within  a  greater  or  smaller  circumference.     If  from 
the  outset  the  tumour  was  intramural,  the  smaller  degree 
of  resistance  of  that  part  of  the  uterine  wall,  coupled  with 
intra-abdominal    pressure,    may  occasionally    bring   about 
a  slight  beginning  of  inversion.    And  when  this  is  the  case, 
the  conditions  are  essentially  the  same  for  sessile  and  intra- 
mural tumours,  and  for  the  partial  inversion  described  by 
Rokitansky.    A  circle  of  uterine  tissue  is  abruptly  curved 
in  the  place  where  Rokitansky  found  the  external  indenta- 
tion.   I  need  hardly  say  that  in  that   incurved  circle  the 
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uterine   muscle   must   be   absolutely  paralysed.     And  this 
paralysis  again  will  not  be  confined  to  a  linear  circle,  but 
gradually  diminishing  will  extend  over  a  greater  or  smaller       \ 
surface.    The  contractions  of  the  normal  part  of  the  uterine       i 
wall  will  try  to  expel  the  part  of  the  wall  that  acts  as  a       ! 
foreign  body.     These  expulsive  efforts  may  slightly  increase 
the  inversion  as  far  as  the  paralysis  surrounding  the  circle       * 
of   inversion   permits,  thus  displacing  the  circle  itself,  and 
paralysing  another  part  of  the  uterine  wall.     Necessarily  the 
extension   of  the   partial  paralysis  proceeds  farther  in  the 
uterine  wall  too,  and  by  the  repeated  action  of  this  mus- 
cular play  the  inversion  may  gradually  become  complete 
as  regards  the  body  of  the  uterus.     As  soon  as  the  body 
is  inverted,  there  is  no  longer  any  excitement  for  uterine 
contractions,  and  the  inversion  of  the  cervix  generally  does 
not  take  place.    And  it  is  the  intra-abdominal  pressure  again 
that  may  invert  the  cervix  too. 

This  simple  explanation  of  the  way  in  which  expulsive 
contractions  of  the  uterus  act  under  these  circumstances 
is,  in  my  opinion^  the  only  one  ever  given  that  in  the 
majority  of  cases  enables  us  to  clearly  understand  how 
inversion  of  the  uterus  is  brought  about.  To  conclude, 
I  beg  to  add  that  many  cases  of  intestinal  invagination  may 
be  explained  in  the  same  manner. 

The  President  congratulated  Professor  Treub  on  his 
mastery  of  the  English  language,  and  also  on  his  very 
interesting  paper,  embodying  an  ingenious  and  simple 
explanation  of  a  condition  which  was  sometimes  very 
difficult  to  understand. 

Dr.  PURCELL  said  that  on  one  occasion  he  was  assisting,' 
his  colleague,  Mr.  Elam,  in  the  case  of  a  tumour  in  the 
vagina.  No  os  externum  could  be  found.  The  tumour, 
which  proved  to  be  an  inverted  uterus,  was  removed. 
The  presenting  surface  was  epitheliomatous ;  there  \vas 
no  tumour  growth  to  cause  inversion  by  traction.  On 
examining  the  specimen  it  was  found  that  the  os  externum 
had  contracted  to  its  normal  dimensions,  although  the 
body  of  the  uterus  had  passed  through  it. 
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Dr.  Heywood  Smith  remarked  that  Dr.  Purcell's  case 
went  to  prove  Professor  Treub's  theory.  The  epithelioma 
might  have  caused  paralysis  of  the  underlying  muscle,  and 
so  have  been  the  starting-point  of  the  process.  In  some 
of  the  cases  not  depending  on  traction,  the  first  point  to 
become  inverted  was  probably  the  orifice  of  one  of  the 
oviducts.  Many  years  ago,  before  the  introduction  of 
the  repositor,  he  had  a  case  at  the  Hospital  for  Women 
in  which  he  effected  a  reduction  by  first  slowly  squeezing 
the  body  of  the  uterus,  to  lessen  its  bulk,  and  then  inserting 
one  thumb  into  the  orifice  of  one  of  the  oviducts,  which, 
being  thin,  began  to  yield,  and  the  rest  of  the  reduction 
was  then  soon  effected. 

Mr.  Skene  Keith  said  he  would  like  to  know  whether 
the  uterine  contractions  go  on  indefinitely,  or  even  for 
some  time  intermittently.  In  either  case  Professor  Treub's 
explanation  seemed  a  very  reasonable  one.  He  saw  a  case 
in  Edinburgh  in  which  the  first  symptom  of  inversion  came 
on  eighteen  years  after  the  last  confinement ;  she  was  seized 
with  fainting  in  church,  due  to  haemorrhage.  His  father 
removed  about  half  of  the  uterus,  including  the  fundus 
and  an  attached  fibroid.  It  seemed  to  him  that  Professor 
Treub's  explanation  would  apply  very  well  to  this  case. 

Prof.  Hector  Treub,  in  reply,  said  that  he  thought  it 
possible  of  the  uterine  contractions  that  had  occurred  from 
time  to  time  only,  in  the  case  mentioned  by  Mr.  Skene 
Keith,  and  then  an  inversion  could  be  quite  easily  under- 
stood ;  and  he  thought  this  case  supported  his  theory.  The 
uterine  contractions  were  not  continuous  but  intermittent  ; 
the  result  might  be  brought  about  in  the  course  of  weeks  or 
months.  Once  a  part  of  the  uterus  being  paralytic  and 
inverted  the  rest  would  go  on  contracting  more  and  more. 
In  Mr.  Keith's  case  the  inversion  of  the  fundus  might  have 
been  present  for  a  long  time,  indeed,  for  some  years  before 
the  inversion  was  completed  ;  and  in  this  way  the  haemor- 
rhage could  be  easily  accounted  for. 
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ESCHAROTICS   IN  THE  TREATMENT  OF    UTERINE    CERVICAL 

Cancer.     By  Herbert  Snow,  M.D.Lx)nd.,  &c.,  Sur- 
geon since  1876  to  the  Cancer  Hospital. 

To  gain  your  attention  for  any  remarks  upon  such  a 
well-worn  subject  as  the  above,  I  must  needs  be  very 
practical  and  very  brief.  I  shall  therefore  not  attempt  to 
pass  in  review  the  numberless  caustic  substances  which  I 
have  used,  or  which  have  been  brought  forward  from  time 
to  time  by  others  in  this  connection  ;  but  merely  put  before 
you  two  or  three  simple  axioms,  illustrated  by  example,  as 
the  pith  and  marrow  of  my  personal  experiences. 

I. — The  ideal  caustic  for  malignant  disease  of  the  uterus 
or  elsewhere  is  Potassa  Fusa, 

Some  years  since  I  had  occasion  to  make  experiment,  in 
my  own  person,  for  a  very  deeply-seated  warty  growth  under 
the  finger  nail,  with  various  caustics — nitric  acid,  nitrate  of 
silver,  zinc  chloride,  potassa  fusa.  That  experience,  though 
prolonged  and  painful,  taught  me  a  little  fact  not  recorded, 
so  far  as  I  am  aware,  in  my  text-book,  and  which  has  since 
been  of  great  use  to  me,  viz.,  that  while  everything  else 
caused  prolonged  agony  impossible  to  alleviate,  the  action 
of  caustic  potash,  and  with  that  all  attendant  pain,  ceased 
instantaneously  on  contact  with  water. 

The  only  substance  which  enters  into  competition  with 
the  preceding  is  zinc  chloride,  an  equally  efficient  escharotic. 
But  the  severe  pain  from  this  cause  cannot  be  stopped  by 
alkaline  carbonate,  or  by  any  other  means  known  to  me ; 
and  I  found  that  when  applied  freely  to  the  uterine  cervix 
the  subsequent  suffering  lasted  for  days,  involving  consider- 
able prostration,  whereas,  after  using  successive  sticks  of 
potassa  fusa  for  an  hour,  a  copious  syringing  immediately 
ended  all  unpleasant  sensations,  and  left  no  symptoms  of 
shock  behind. 

The  muscular  tissue  of  the  cervix  offers  a  remarkable 
degree  of  resistance  to  the  action  of  escharotics,  and  by  well 
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packing  the  vagina  round  with  wet  sponges,  changed  from 
time  to  time,  very  prolonged  applications  can  be  made  with 
perfect  safety.  But  as  it  is  impossible,  in  advanced  cases, 
thus  to  eradicate  the  infected  vaginal  submucosa,  and  the 
dangerous  lymphatic  plexus  leading  up  to  the  broad  liga- 
ments, three  or  four  more  sticks  of  caustic  potash  and  a 
sitting  of  not  more  than  twenty  minutes  will  nearly  always 
sufi&ce  for  the  maximum  of  benefit.  Sponges  soaked  in 
water  should  be  carefully  packed  behind  the  cervix. 

It  is  best  not  to  scrape  the  ntertis  for  cancerous  disease 
under  any  circumstances.  That  involves  haemorrhage,  shock, 
risk  of  sepsis,  besides  the  mechanical  difficulty  of  seeing 
clearly  what  one  is  doing.  Caustic  potash  promptly  shrivels 
up  all  the  soft  granular  tissue  of  carcinoma,  with  no 
bleeding. 

The  actual  cautery  is  far  too  superficial  for  its  action  to 
be  of  value  in  uterine  cancer,  except  as  an  adjunct  to  other 
measures.  The  same  with  the  bromine,  once  extensively 
used.  Any  caustic  application  must  be  thorough ;  such 
agents  as  nitrate  of  silver  and  nitric  acid  do  more  harm  than 
good.  Zinc  chloride  and  potassa  fusa  (or  caustic  soda  and 
potassa  cum  calce,  which  are  very  much  on  a  par)  are  of 
equal  potency ;  but  the  perfect  control  over  the  potash  salt, 
which  we  exercise  by  means  of  its  affinity  for  water — a 
point  not  generally  realised,  I  think,  by  the  profession — 
confers  upon  it  a  vast  superiority  over  the  zinc  chloride, 
whether  the  uterus  or  any  other  part  is  concerned.  On  the 
packing  sometimes  resorted  to  for  uterine  disease,  I  would 
only  remark  that  it  is  surely  far  better  to  use  an  instrument 
which  will  readily  obey  one's  hand,  than  to  insert  sub- 
stances whose  action  we  cannot  watch  over  and  restrain. 

II. — The  entire  uterine  cervix  can  be  eradicated  without 
risk  by  cscharotics. 

The  following  case  belongs,  as  the  date  will  show,  to 
pre-hysterectomy  days. 

In  1883  I  was  consulted  by  a  lady  aged  43,  the  mother 
of  ten  children,  who  had  been  flooding  for  five  weeks.     A 
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vascular  mass  was  felt  within  the  os  uteri,  whose  margins 
were  healthy  ;  a  free  application  of  potassa  f usa  was  followed 
by  improvement,  but  the  disease  recurred  in  three  weeks. 
The  caustic  was  again  applied,  with  the  same  result ;  and 
the  third  time  (in  July,  1883)  zinc  chloride  was  used.  After 
recovery  the  body  of  the  uterus  could  be  felt  as  a  small 
round  ball,  freely  movable  on  the  finger ;  the  whole  cervix 
having  been  extirpated.  The  patient  remains  well  to  the 
present  time — fourteen  years  having  elapsed. 

111. — Many  cases  of  uterine  cervical  cancer  would  be  more 
safely,  and  quite  as  efficiently,  treated  by  escharotics  as 
by  hysterectomy. 

I  have  seen  a  number  of  post-mortem  specimens  in 
which  the  body  of  the  uterus  had  remained  unimplicated  to 
the  last,  the  carcinoma  not  having  extended  above  the  os 
internum. 

The  path  along  which  infection  extends,  and  where 
therefore  recurrence  must  be  anticipated,  is  formed  by  the 
lymphatic  plexus  in  the  vaginal  submucosa,  leading  to  the 
broad  ligaments.  This  tissue  cannot  be  extirpated  by  the 
most  carefully  performed  hysterectomy.  My  own  experi- 
ence coincides  with  that  of  Dr.  Arthur  Lewers,  who  states 
(Lancet,  6,  7,  1895)  that  a  complete  hysterectomy  will  da 
no  more  to  radically  cure  cervical  cancer  than  will  a  well- 
considered  supra-vaginal  amputation. 

The  advantage  offered  by  the  removal  of  the  whole 
uterus  lies  only  in  a  concurrent  extirpation  of  the  cervical 
endometrium  and  its  underlying  tissue.  It  is  obvious  that 
this  can  be  as  thoroughly  carried  out  by  caustics  as  by  the 
knife,  and  without  risk. 

The  above  applies  only  to  diseases  of  the  cervix,  and  not, 
of  course,  to  lesions  of  the  uterine  body. 

IV. — Cases  of  advanced  cervical  disease  commonly  show 
remarkable  improvement  after  Potassa  Fusa. 

The  following  will  serve  as  samples.  I  have  never  had 
any  bad  symptoms,  much  less  a  death,  after  caustic  appli- 
cations. 
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(i)  Susan  C,  aged  53.  In  September,  1896,  excavated 
cervical  carcinoma  of  2  years'  duration,  with  induration 
of  surrounding  tissues.  Free  application  of  potassa  fusa. 
Discharged  practically  well  on  October  12.  Now  attends 
as  an  out-patient  from  time  to  time  in  good  health.  When 
last  examined  (on  May  17)  the  cervix  appeared  perfectly 
free  from  disease. 

(2)  Kate  A.,  aged  61.  In  November,  1896,  irregular 
ulceration  of  cervix  extending  to  posterior  vaginal  wall. 
Two  previous  scrapings  at  a  woman's  hospital.  Duration, 
about  a  year ;  three  sticks  potassa  fusa.  Discharged  on 
December  3.     No  recurrence,  so  far  as  is  known. 

(3)  Infiltration  of  entire  cervix  and  of  vaginal  walls; 
great  improvement  after  caustic.  Life  prolonged  seven  to 
eight  months. 

(4)  Deposit  in  broad  ligaments  and  infiltration  of 
vaginal  wall.  Much  temporary  improvement  in  health,  and 
marked  relief  of  symptoms. 

(5)  Advanced  disease  of  uterine  cervix,  without  infiltra- 
tion of  vagina.  The  whole  cervix  extirpated  by  potassa  fusa 
in  three  sittings.  The  disease  was  apparently  eradicated. 
Death  took  place  ten  months  afterwards  from  pneumonia, 
without  recurrence. 

(6)  Extensive  cervical  disease,  but  apparently  limited  to 
this.  The  cervix  destroyed  by  three  successive  applications, 
and  the  patient  sent  out  to  all  appearance  well.  Sub- 
sequently lost  sight  of. 

V. — Papilloma  uteri  {cauliflower  excrescence)  is  advantageously 
treated  by  crystallised  iron-perchloride  as  a  prelude  to 
radical  extirpation. 

Interference  by  ordinary  surgical  methods  with  the  true 
cauliflower  excrescence,  a  soft  pulpy  mass,  sometimes  filling 
the  entire  vagina,  and  bleeding  profusely  at  the  slightest 
touch,  is  well-nigh  impossible  in  many  cases  without  ex- 
treme risk.  The  iron-salt  mummifies  and  clears  away  the 
villous  texture  down  to  its  base,  which  can  subsequently  be 
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dealt  with  by  potassa  fusa.  The  following  is  a  sample 
instance ;  three  others  are  published  in  the  BriU  Med. 
Journal  of  May  21,  1881  : — 

J.  C,  38,  married,  six  children.  Symptoms  of  five 
months'  duration.  A  pulpy  mass,  bleeding  profusely  when 
touched,  almost  completely  blocked  the  vagina ;  no  healthy 
cervix  could  be  felt.  Three  applications  of  the  iron-salt 
were  made  at  intervals  of  a  week ;  two  or  three  crystals 
being  pushed  to  the  top  of  the  vagina,  and  retained  by 
pledgets  of  wool  soaked  in  carbolic  oil.  This  was  in 
October,  1889 ;  in  November  the  woman  went  home  with 
the  whole  of  the  pulpy  mass  removed,  and  with  a  small 
excavated  ulcer  in  the  cervix  as  the  sole  remainder  of  a 
lesion  which  would  otherwise  have  proved  rapidly  fatal  from 
exhaustive  haemorrhage.  She  was  urgently  entreated  to 
undergo  further  treatment,  but  refused,  and  about  Sep- 
tember she  became  pregnant,  was  safely  delivered  at  full 
term  in  June,  1890,  of  a  male  child,  by  Mr.  Barnet,  of  Lewis- 
ham,  who  informed  me  that  the  cervix  was  extensively  infil- 
trated with  cancer. 

The  President  observed  that  the  paper  was  of  great 
interest,  and  if  the  treatment  by  potassa  fusa  enabled  them 
to  deal  successfully  with  cases  where  hysterectomy  could 
not  be  done,  much  good  would  follow.  Some  of  them 
would  not  agree  with  Dr.  Snow's  conclusion  that  hysterec- 
tomy was  not  a  radical  curative  procedure,  because  they 
could  point  to  cases  where  this  operation  had  been  done, 
and  where  the  patients  had  remained  well  for  a  much  longer 
time  than  the  three  years  considered  necessary  to  establish 
a  cure.  He  would  like  to  hear  some  further  details  of  the 
mode  of  application  of  potassa  fusa  ;  he  had  always  re- 
garded it  as  an  agent  rather  difficult  to  control  on  account 
of  its  deliquescent  properties.  He  had,  however,  used 
chloride  of  zinc  with  satisfactory  results. 

Mr.  Skene  Keith  said  that  he  had  used  potassa  fusa 
a  good  deal,  and  believed  it  was  originally  an  old  Edin- 
burgh  remedy.     He  had  applied  it  through  a  large  Fer- 
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gusson's  speculum,  rubbing  it  in,  in  the  form  of  a  stick  in 
a  holder.  To  prevent  it  from  unduly  spreading  he  used 
pyroligneous  acid.  He  had  never  seen  any  bad  results,  but 
had  heard  of  ope  case  where  the  surgeon  had  lost  a  piece  of 
the  caustic  inside  the  uterus,  and  at  the  post-mortem  a  hole 
was  found  in  the  uterus. 

Dr.  PuRCELL  took  exception  to  Dr.  Snow's  method  of 

treating  cauliflower  growth  with  perchloride  of  iron.     His 

own  plan  was  to  cut  away  all  redundant  masses  with  scissors, 

and     then    thoroughly  remove   the   growth   with  Jessett's 

dredge  curette.     Having  seen  the  dirty  condition  resulting 

from  the  use  of  potassa  fusa  he  had  ceased  to  employ  it, 

and  preferred  chloride  of  zinc.     From  the  latter  there  was 

no  after-pain,  and  it  necrosed  the  entire  body,  which  came 

away  in  the  form  of  a  cast ;  the  body  then  shrivelled  up. 

Specimens  he  had  shown.    The  cases  had  done  well,  being 

too  far  diseased  for  removal  of  the  entire  uterus  by  vaginal 

hysterectomy. 

Dr.  Hey  WOOD  Smith  said  he  could  endorse  all  that 
Dr.  Snow  had  said  about  potassa  fusa ;  it  was,  no  doubt, 
dangerous  in  the  hands  of  those  unaccustomed  to  its  use, 
and  of  timid  persons  who,  using  potassa  cum  calce  as  a 
milder  preparation,  were  tempted  to  have  it  applied  to  the 
cervix,  which  might  result  in  mischief.  It  was  much  used 
by  Dr.  Henry  Bennett,  and  by  his  own  father,  forty 
to  fifty  years  ago.  The  best  antidote  to  use  with  it  was 
vinegar,  which  was  more  efficacious  than  plain  water.  At 
the  first  sitting  it  acted  on  the  mucous  membrane,  and 
afterwards  on  the  diseased  tissue  itself,  which  then  became 
gradually  pushed  out  by  the  healthy  tissue  beyond,  so  that 
instead  of  a  concave  surface  they  had  a  bulging  of  the 
diseased  tissue,  on  which  fresh  applications  could  be  made 
till  all  was  destroyed.  It  caused  a  little  hot  pain  at  the  time, 
but  by  syringing  with  vinegar  and  water  this  was  very  soon 
relieved.  He  believed  that  in  potassa  fusa  they  had  a  very 
valuable  escharotic. 

Dr.  Snow,  in  reply,  said  that  in  cases  of  epithelioma  of 
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the  cervix,  three  years'  immunity  had  been  obtained  by 
many  surgeons  by  a  simple  supra-vaginal  amputation  of  the 
cervix;  and  if  by  means  of  the  caustic  the  same  result 
could  be  obtained,  without  sacrificing  healthy  tissue,  he 
thought  it  was  an  advantage.  He  used  a  large  uterine 
caustic-holder ;  a  duckbill  speculum  was  introduced,  the 
patient  being  in  the  Uthotomy  position.  Sponges  soaked  in 
water  were  placed  against  the  posterior  vaginal  wall.  The 
stick  of  caustic  was  rotated  in  the  midst  of  the  diseased  tissue 
till  it  was  all  dissolved  ;  then  another  stick,  if  necessary,  tiU 
all  the  diseased  tissue  was  black  and  destroyed.  The  healthy 
uterine  tissue  was  very  resistant  to  the  action  of  the  caustic, 
and  taking  the  precautions  above  mentioned,  nothing  was 
more  manageable  than  potassa  fusa.  A  typical  papillo- 
matous cauliflower  mass  was  so  soft  and  friable  that  he 
thought  it  would  be  very  difficult  to  deal  with  it  by  Dr. 
Purcell's  method.  He  had  found  water  quite  as  satisfactory 
as  vinegar  in  counteracting  excessive  action  of  the  caustic 
and  pain.  The  cervix  must  always  be  grasped  with  a  vul- 
sellum  to  ensure  passage  into  the  cervical  canal. 
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Thursday,  Oc     er  14,  1897. 

Prof.  A.  W.  MAYO  ROBSO  \    President,  in  the  Chair. 

Present  : — 28  Fellows  an  I  /isitors. 
The  following  gentleman    wTiis    elected   Fellow  of   the 
Society:— Wm.  Bain,  M.D.,  F.  U.C.S.E.,  Harrogate. 

Dr.  Macnaughton-Jones  si: owed  a 
Case    of    Carcinoma    of     ihe    Uterus    and    Large 
Fibroma,  operated  upo>f  by  Vaginal   Hysterec- 
tomy. 

The  specimen  shown  consist  jd  of  a  carcinomatous  uterus, 
and  a  fibroid  about  the  size  ot  a  foetal  head.  The  patient 
from  whom  the  growths  were  removed  was  a  woman  aged 
52.  The  only  symptom  from  •  hich  she  had  suffered  since 
her  menopause  was  that  of  occasional  slight  haemorrhage. 
Of  late  this  had  increased,  and  she  consulted  Dr.  Macnaugh- 
ton  Jones  for  it  at  the  latter  end  of  August  this  year.  She 
had  never  borne  children,  and  her  husband  had  been  dead 
for  several  years. 

On  examination  the  vulvar  orifice  was  found  to  be  small, 
so  much  so  that  the  introduction  of  any  speculum  was  too 
painful  without  an  anaesthetic.  Digitally,  a  small  growth 
was  discovered  protruding  from  the  os  uteri,  the  cervix 
feeling  otherwise  quite  healthy.  He  advised  an  examina- 
tion under  an  anaesthetic,  and  thorough  curettage  of  the 
uterus  if  advisable.  This  latter  step  was  carried  out.  The 
uterus  was  then  found  to  be  filled  with  a  fungoid  mass,  the 
sound  passing  for  nearly  four  inches  into  its  cavity,  and 
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the  fundus  considerably  enlarged.  The  curetted  debris  n\^s 
examined  by  Mr.  Targett,  who  reported  that  it  was  carcino- 
matous in  nature.  Vaginal  pan  -  hysterectomy  was  then 
determined  upon,  and  this  operation  was  performed  on 
September  22. 

The  separation  of  the  uterus  was  very  difficult,  both  from 
its  crumbling  nature  and  the  adhesions  surrounding  it  and 
the  adnexa.  Ligatures  were  used  for  securing  the  vessels. 
From  its  soft  nature  the  uterus,  as  will  be  seen,  came  away 
in  two  portions,  leaving  the  fibroid,  which  was  larger  than 
had  been  anticipated,  and  the  removal  of  which  proved  to  be 
exceptionally  difficult.  However,  all  bleeding  having  been 
arrested,  and  the  adhesions  which  surrounded  the  fibroid 
being  detached,  a  hand  was  introduced,  after  having  pre- 
viously divided  bi-laterally  the  perinaeum,  in  order  to  gain 
room,  and  thus  guided  a  pair  of  powerful  claw  forceps  over 
the  tumour.  By  successive  application  of  such,  the  tumour 
was  ultimately  compressed,  turned  over,  and  delivered. 
Drainage  was  made  with  iodoform  gauze.  The  patient 
has  made  an  admirable  recovery. 

Mr.  Targett  reported  on  the  specimen  as  follows  : — 
"  The  specimen  consists  of  three  portions  : — 
"  (i)  The  largest  piece  is  an  oval  intramural  fibroid,  5 
inches  in  its  chief  diameter.     It  has  projected  from  the  back 
of  the  uterus  near  its  fundus,  and  there  are  numerous  adhe- 
sions upon  its  convexity. 

"  (2)  The  second  portion  probably  represents  the  lower 
segment  of  the  uterus.  A  section  through  it  reveals  a  soft 
white  growth,  evidently  carcinomatous  ;  it  projects  some- 
what into  the  uterine  cavity,  and  invades  the  muscular 
substance  of  the  organ.  There  is  no  indicatiop  of  its  infil- 
trating a  fibroid,  which  lies  immediately  below  the  gro^\1h. 

"  (3)  The  third  (long)  piece  consists  of  the  cervix  uteri, 
with  the  adjacent  portions  of  the  vagina  and  uterus.  The 
OS  uteri  and  vagina  are  normal,  also  the  internal  surface  of 
the  cervix  uteri ;  but  it  is  probable  that  the  region  of  the 
internal  os  is  invaded  by  the  new  growth. 
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*'  Portions  for  microscopical  examination  have  been  taken 
from  2  and  3. 

"  The  section  of  the  wall  of  the  uterus  presents  a  columnar- 
celled  carcinoma,  invading  the  muscular  substance  of  the 
organ.  The  tubular  arrangement  of  the  cells  is  not  well 
preserved  except  at  the  growing  margin ;  the  remainder  con- 
sists of  solid  branching  columns  of  epithelium.  A  section 
of  the  cervix  uteri  is  found  to  be  free  from  new  growth  ; 
but  here  as  well  as  in  the  body  of  the  uterus  the  muscular 
coat  shows  much  inflammatory  infiltration  between  the 
bundles  of  muscle  fibres. 

"J.  H.  Targett." 

The  President  observed  that  the  narrowness  of  the 
vagina  made  the  operation  a  very  difficult  one  ;  indeed,  the 
specimen  seemed  almost  too  large  to  remove  through  a 
virgin  vagina. 

Mr.  BOWREMAN  Jessett  asked  if  the  perinaeum  was 
divided  in  this  case ;  it  sometimes  made  the  operation 
easier,  and  though  there  was  some  risk,  he  had  never 
found  any  drawback  from  it.  The  'preliminary  micro- 
scopic examination  was  a  great  advantage ;  but  in  a  case 
like  this  he  thought  the  naked-eye  appearances  were  suf- 
ficiently conclusive  to  warrant  an  operator  in  proceeding 
at  once  to  hysterectomy. 

Dr.  PURCELL  asked  where  the  adhesions  were  situated 
in  this  case.  He  thought  that  in  dealing  with  such 
adhesions  by  the  vagina  there  was  considerable  risk  of 
injuring  intestines  or  omentum ;  such  risk  would  be 
avoided  by  employing  the  combined  abdominal  and  vaginal 
method. 

Mr.  Skene  Keith  agreed  with  the  President's  remarks 
as  to  the  difficulty  of  operation  in  a  narrow  vagina  ;  he 
would  like  to  ask  Dr.  Macnaughton-Jones  whether,  as  a 
matter  of  saving  time,  it  would  have  been  an  advantage  to 
open  the  abdomen  and  continue  the  operation  in  that  way. 
In  one  case  in  which  his  father  was  operating  he  thought 
more    time  was  taken   up    by  continuing    the    extraction 
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through  the  vagina  than  woiKl  have  been  the  case  had  the 
abdomen  been  opened. 

Mr.  O'Callaghan  rem  n  ked  that  the  combination  of 
carcinoma  and  fibroid  was  rare;  and  asked  whether  that 
was  really  a  case  of  carcin  .  ua.  Apart  from  microscopic 
examination  he  would  have  ii  ought  that  the  breaking-down 
portion  was  due  to  sloughi:  u;  of  one  of  the  many  fibroids 
the  uterus  contained. 

Dr.  Macnaughton-Jon:  s,  in  reply,  said  that  he  saw 
Doyen  operate  recently  in  r  .ns  on  a  very  similar  case,  viz., 
carcinoma  combined  with  m' :oid;  but  instead  of  a  single 
fibroid  mass  there  were  sev(  i  il  pedunculated  sub-peritoneal 
growths.  He  removed  all  inse  through  the  vagina.  The 
plan  of  opening  the  abdoni  n  had  occurred  to  him,  but  he 
decided,  as  the  operation  i  i  1  already  lasted  an  hour,  that 
it  would  be  better  to  com^H  u  it  through  the  vagina.  The 
difficulty  of  the  case  was  cl-.i  not  so  much  to  the  narrow 
vulvar  orifice  as  to  the  n;.  >  \vness  of  the  upper  vaginal 
opening,  and  the  extensive       lesions  of  so  large  a  tumour. 

SPIu  iMENS. 

Mr.  E.  Tenison  Collins  showed  the  following  speci- 
mens : — 

Foreign  Body  from  Bladder. 

The  patient  from  whost  bladder  this  specimen  was 
removed  is  a  lady  of  weak  iitellect,  aged  25.  Its  presence 
was  discovered  in  the  co.'?  .e  of  dilating  the  uterus  for 
stenosis  of  the  os  accompany  \  by  dysmenorrhoea.  An  un- 
usual hardness  of  the  antei .-  j  vaginal  wall  led  me  to  pass  a 
sound  into  the  bladder  an  1  ,1  stone  was  detected.  It  was 
not  discovered  in  the  preliiri!.  ry  examination  owing  to  the 
rigidity  of  the  abdominal  ■■  iscles.  A  fortnight  after  the 
dilation  of  the  cervix  I  dii  l.  i  the  urethra  with  Hawkins- 
Ambler's  uterine  dilators,  ai,-  )n  passing  the  finger  into  the 
bladder  found  a  projection  c.  1  ich  end  of  the  calculus  which 
felt  like  a  lead  pencil,  the  en  's  of  which  were  immovably 
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imbedded  in  the  mucous  membrane  obliquely  across  the 
bladder.  It  was  at  once  obvious  that  crushing  was  not  a 
suitable  method  of  removal,  so  I  did  vaginal  cystotomy. 
On  opening  the  bladder  I  fixed  one  end  of  the  supposed 
pencil,  and  with  the  finger  gently  lifted  the  bladder  wall 
off  the  other  extremity  and  removed  it.  The  bladder  was 
washed  out  with  warm  boracic  lotion,  the  vaginal  wound 
carefully  closed  with  five  silkworm-gut  sutures,  the  vagina 
lightly  tamponed,  and  on  removal  to  bed  a  catheter  was 
placed  in  the  bladder.  The  sutures  were  removed  in  a  week, 
the  wound  being  quite  healed,  and  there  has  not  been  the 
slightest  leakage  or  incontinence  since.  The  substance 
upon  which  the  deposit  is  formed  is,  as  you  will  see,  a  small 
wooden  penholder  about  3  inches  in  length,  and  the  clean 
extremities  free  from  incrustation  are  the  parts  which  were 
embedded  in  the  bladder  wall.  The  length  of  time  occupied 
in  its  formation  can  be  accurately  determined,  as  two  and 
a-half  years  previous  to  its  removal  the  patient  informed  her 
mother  that  she  had  introduced  it.  She  was  examined 
evidently  by  the  vagina  alone,  and  nothing  being  discovered 
her  statement  was  looked  upon  as  groundless.  An  interest- 
ing point  was  the  entire  absence  of  symptoms  pointing  to 
vesical  trouble,  and  this  I  account  for  by  the  fixation  of  the 
foreign  body  and  the  mental  condition  of  the  patient. 

Notes  on  Two  Cases  of  Vaginal  Hysterectomy. 

The  two  specimens  before  us  are  interesting  from  the  fact 
that  in  each  the  only  symptom  was  haemorrhage  regularly 
periodic  in  character,  and  the  early  recognition  of  the  cause 
and  removal  gives  a  hope  that  a  cure  may  be  effected. 

The  first  is  a  specimen  of  cylindrical  carcinoma  of  the 
right  cornu.  The  patient  was  aged  56,  had  three  children, 
and  the  menopause  had  been  established  for  about  eight 
months.  Haemorrhage  returned  four  months  before  I  saw 
her  and  was  monthly,  lasting  about  a  week.  In  the  intervals 
there  was  no  leucorrhoea  or  offensive  odour,  no  pain  or  loss 
of  flesh.    When  1  saw  her  first  the  supposed  period  had  lasted 
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for  ten  days,  but  was  not  excessive.  On  examination  the  os 
was  healthy,  the  uterus  was  enlarged  and  the  passage  of  the 
sound  caused  a  little  bleeding.  I  proposed  dilating  the 
cervix  under  ether,  which  was  done  the  next  day,  and  at  the 
top  of  the  uterine  cavity  to  the  right  was  a  soft  nodule  about 
the  size  of  a  horse  bean.  This  I  removed  with  a  curette, 
washed  out  the  cavity  with  iodine  water  and  packed  with 
iodoform  gauze,  which  was  withdrawn  the  next  day  and  no 
further  haemorrhage  occurred.  The  specimen  was  sent  up 
to  the  Clinical  Research  Association  and  pronounced  to  be 
malignant.  A  week  after  the  dilatation  I  removed  the  uterus 
and  tube  and  ovary  of  the  right  side,  using  ligatures  for  the 
broad  ligaments.  Two  ligatures  remained  for  eight  weeks, 
and  from  the  irritability  of  the  bladder  I  feared  they  might 
be  working  out  that  way. 

The  second  specimen  is  one  of  malignant  ulceration  of 
the  posterior  wall  of  the  cervical  canal  just  within  the  os. 
The  patient,  aged  46,  had  for  some  months  previously 
suffered  from  menorrhagia,  but  no  metrorrhagia  or  oflFen- 
sive  leucorrhcea.  She  was  very  anaemic  when  I  saw  her. 
Examination  revealed  only  enlargement  of  the  uterus,  which 
was  quite  mobile.  I  plugged  the  cervix  and  next  day 
dilated  under  ether.  On  completion  I  felt  a  soft  ragged 
hollow  in  the  cervical  canal,  but  the  uterine  cavity  itself  was 
quite  smooth.  I  plugged  the  inner  os  and  saw  the  haemor- 
rhage taking  place  from  the  ulcerated  surface.  The  uterine 
plug  was  quite  dry  on  removal.  I  curetted  the  canal  and 
plugged  the  uterus  with  iodoform  gauze  after  taking  a  snip- 
ping away  with  scissors.  Microscopical  examination  proved 
it  to  be  malignant,  and  I  removed  the  uterus  a  few  days*  later. 
I  used  Doyen's  broad  ligament  clamps  and  Jessett's  small 
needle  for  drawing  down  the  upper  borders  well  within  the 
clamps,  which  I  removed  in  forty-eight  hours.  There  was 
considerable  shock  after  the  operation. 

The  after  progress  was  in  each  case  uneventful,  and  both 
patients  are  now  both  looking  and  feeling  well  and  have 
both  put  on  flesh. 
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Both  cases  emphasise  the  importance  of  complete  ex- 
ploration in  cases  of  menorrhagia  occurring  especially  in  the 
malignant  age. 

The  President  said  they  could  all  bring  forward  evi- 
dence of  foreign  bodies  in  the  bladder  which  gave  rise  to 
no  symptoms.  He  removed  from  a  man  a  large  calculus 
weighing  4  ozs. ;  there  had  been  no  symptoms  till  three 
weeks  before  operation,  though  it  must  have  been  present 
for  many  years.  Indeed,  there  was  a  history  of  urinary 
symptoms  ten  or  twelve  years  previously.  Gall-stones  and 
renal  calculi  might  similarly  exist  for  years  without  symp- 
toms. So  long  as  there  were  no  inflammatory  changes,  no 
symptoms  usually  occurred.  In  answer  to  a  question  by 
Dr.  Macnaughton  Jones,  he  added  that,  as  regards  method 
of  removal,  he  thought  that  in  this  case  Mr.  Collins  had 
done  the  best  thing  in  opening  the  bladder  through  the 
vagina ;  but  in  the  abstract  he  should  say  that  the  proper 
method  of  removing  a  stone  from  the  bladder,  whether  in 
men  or  women,  in  the  young  or  in  the  old,  was  by  crushing 
the  stone. 

Dr.  Clement  Godson  showed  a  foreign  body  which  he 
had  recently  removed  from  a  woman  of  40,  who  came  from 
a  neurotic  family,  and  was  probably  the  subject  of  nympho- 
mania. It  consisted  of  a  glass  button-hole  flower-holder. 
He  was  asked  to  see  her  as  she  could  not  pass  water.  He 
dilated  the  urethra,  and  passed  in  his  finger  and  then  forceps, 
and  so  removed  it.  As  it  had  been  in  only  a  short  time 
there  was  no  incrustation  on  it. 

Mr.  Tenison  Collins,  in  reply,  said  that  he  was  glad  to 
have*  the  support  of  such  an  authority  as  the  President  on 
the  question  of  the  method  of  removal.  He  had  a  lithotrite 
with  him ;  but  when  he  found  that  the  stone  was  formed 
round  an  elongated  body  which  felt  like  a  pencil,  he  decided 
not  to  try  to  crush  it  or  to  remove  it  through  the  urethra 
because  of  the  risk  of  injury  to  this  passage. 

Mr.  Skene  Keith  read  a  paper  on  Dysmenorrhoea. 
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Treatment  of  Dysmenorrhcea.  By  Skene  Keith, 
M.B.Ed.,  F.R.C.S.,  Surgeon  to  Out-patients,  Samaritan 
Free  Hospital ;  Surgeon  to  the  Grosvenor  Hospital  for 
Diseases  of  Women,  &c. 

Gentlemen, — Dysmenorrhcea  is  a  subject  which  has 
been  and  which  doubtless  will  be  discussed  so  often,  that 
I  should  be  loth  to  bring  it  before  the  British  Gynaecological 
Society  were  it  not  that  I  think  it  possible  to  bring  forward 
two  little-used  methods  of  treatment,  and  the  reasons  why 
they  are  useful.  If  the  reasoning  does  not  appear  to  be 
good,  that  does  not  fortunately  affect  the  clinical  results. 
Indeed,  the  explanation  for  one  method  followed  the  result 
— a  want  of  science  certainly,  but  not  on  that  account  bad 
practice. 

Though  rapid  dilatation  has  certainly  in  part  taken  the 
place  of  the  slower  process  by  tents,  and  though  many 
new  drugs  have  been  used,  and  their  efficacy  more  or  less 
lauded,  no  great  advance  in  the  treatment  of  uterine  dys- 
menorrhcea has  been  made  until  comparatively  lately  since 
Simpson  and  Marion  Sims  divided  the  cervix,  the  one  en- 
larging the  uterine  canal  by  dividing  the  cervix  laterally, 
and  the  other  by  performing  the  posterior  division  of  the 
canal,  till  Dudley  devised  his  operation  of  division  and 
stitches. 

Uterine  dysmenorrhcea,  which  alone  will  be  treated  of 
in  this  paper,  is  caused  by  a  malformation  of  the  uterus 
due  to  want  of  proper  development.  To  this  must  be 
added  the  thickening  of  the  mucous  membrane  along  with 
the  congestion,  which  is  natural  when  moderate  in  amount, 
at  the  time  of  the  menstrual  flow. 

Undoubtedly  such  a  thing  as  uterine  dysmenorrhcea 
does  exist.  That  it  is  truly  obstructive  seems  to  me  to  be 
also  equally  certain,  though  there  need  not  be  an  actual 
stricture.  It  is  the  bend  plus  the  thickening  of  the  mucous 
membrane  and  congestion,  not  the  bend  alone  which  is 
the  cause  of  the  pain.  If  this  be  a  correct  statement,  then 
it  follows  that  treatment  may  properly  be   directed  either 
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to  straightening  the  bend  or  reducing  the  circulation,  and 
that  the  use  of  antispasmodics  alone  can  only  be,  at  the 
best,  palliative. 

The  history  which  a  patient  suffering  from  this  form  of 
dysmenorrhoea  gives  is  more  or  less  like  the  following : — 
She  says  that  she  has  suffered  from  pain  every  month  since 
she  first  began  to  menstruate,  that  the  pain  commences  with 
the  onset  of  the  flow,  or  very  shortly  after  it,  that  it  begins 
to  abate  when  the  flow  is  fully  established,  and  that  the 
pain  varies  in  intensity  from  month  to  month.  Almost 
invariably  she  will  say  the  feet,  and  perhaps  the  legs  as 
high  as  the  knees,  are  cold.  In  old-standing  cases  there 
will  be  leucorrhoea  and  perhaps  some  menorrhagia.  If  the 
patient  be  married  she  will  never  have  been  pregnant. 

With  a  history  such  as  this,  the  probability,  nay,  almost 
the  certainty,  is,  that  if  an  examination  be  made,  an  ante- 
flexion of  the  cervix  uteri  will  be  found. 

If,  however,  the  history  differs  thus  far  that  the  dysmen- 
orrhoea did  not  commence  at  puberty,  but  at  some  later 
period  of  time,  while  it  is  probable  that  a  flexion  will  be 
found,  there  will  be  found  in  addition  something  to  account 
for  the  bend.  In  such  a  case  it  will  not  be  due  to  a  want 
of  development,  and  the  bend  is  more  likely  to  be  situated 
in  the  body  of  the  uterus. 

The  actual  position  of  the  bend  varies.  Most  commonly 
it  consists  in  a  forward  bend  or  anteflexion  of  the  cervix 
on  the  uterus,  the  body  of  the  organ  being  in  its  natural 
position  ;  not  infrequently  there  may  be  either  an  anteflexion 
of  the  body  while  the  cervix  remains  in  its  natural  situation, 
or  there  may  be  a  bending  forwards  of  both  body  and 
cervix.  In  this  latter  state  the  bend  is  much  more  acute. 
The  condition  of  the  bend — or,  to  speak  more  accurately, 
the  position  of  the  body  of  the  uterus — is  of  importance 
in  regard  to  both  prognosis  and  to  treatment. 

When  women  suffering  from  this  condition  are  allowed 
to  go  on  too  long  without  relief  being  afforded,  secondary 
symptoms  arise,  due  to  interference  with  the  general  pelvic 
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circulation,  the  condition  of  the  circulation  being  one  of 
passive  congestion,  leading  apparently  in  some  cases  to 
eventual  disease  of  the  ovaries. 

Without  tying  myself  down  absolutely  to  the  truth  of  the 
explanations  I  have  given  in  regard  to  the  way  in  which  the 
pain  is  caused,  still  I  have  found  two  entirely  different 
methods  of  treatment  successful  in  the  bad  cases.  The 
action  of  these  two  methods,  and  in  addition  both  the 
preventive  and  general  treatment  which  are  often  successful, 
especially  when  the  pain  is  not  very  severe,  can  be  shown 
to  act  in  the  way  one  would  expect,  if  my  explanation  be 
correct. 

The  treatment  of  this  form  of  dysmenorrhoea  may  thus 
be  divided  into  two  :  first,  that  directed  to  reducing  the 
amount  of  pelvic  and  uterine  congestion  ;  and,  secondly, 
that  directed  to  lessening  the  amount  of  the  flexion  or 
removing  it  altogether.  The  first  may  be  subdivided  again 
into  general  and  local,  while  the  second  must  be  alxn'ays 
local. 

In  every  case,  without  exception,  general  treatment  must 
be  most  thoroughly  tried  first,  because  many,  and  certainly 
all  the  slighter  cases,  can  be  cured  or  much  relieved  in  this 
way,  and  also  on  account  of  the  very  evident  objection 
there  is  to  local  interference.  It  is  fortunate  that  this  is 
one  of  the  conditions  which  can  often  be  treated  without 
actual  local  knowledge  of  the  condition  of  the  pelvic  organs. 
The  general  treatment,  and  with  it  the  preventive  treatment, 
may  now  be  considered.  At  the  time  of  puberty  enough 
attention  is  not  given,  more  especially  in  delicate  girls,  io 
keep  up  what  is  commonly  called  a  good  circulation.  Many 
girls  get  far  too  little  exercise — occasionally  far  too  much 
and  of  an  unsuitable  kind — and  far  too  little  care  is  taken, 
both  at  home  and  at  schools,  to  keep  them  warm,  especially 
at  night.  People  do  not  seem  to  think  it  matters  to  let  a 
growing  girl  go  to  bed  with  cold  feet,  or  if  they  do,  imagine 
that  to  have  a  hot  water  bottle  is  coddling.  A  greater  mis- 
take is  never  made.     It  is  essential  that  the  feet   be  kept 
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warm  during  the  night  whenever  there  is  uterine  dysmenor- 
rhoea,  or  indeed  whenever  there  is  any  pelvic  trouble.  In 
some  cases  it  is  advisable  to  have  the  feet  and  legs  thoroughly 
rubbed  before  going  to  bed. 

The  preventive  treatment  consists,  then,  in  keeping  the 
girl  warm  and  in  attending  to  her  general  health.     When  a 
delicate  chilly  girl  is  developing  into  womanhood,  a  winter 
passed  in  a  warm  climate  may  make  all  the  difference  whether 
she  is  to  be  a  strong  or  a  delicate  woman,  and  at  the  same 
time  dysmenorrhoea,  if  present,  will  usually  be  cured.    To 
most  this  form  of  treatment  is  not  accessible,  and  we  must 
rely  on  the  avoidance  of  too  many  lessons,  of  too  much 
practising  in  a  draughty  schoolroom  with  probably  perfectly 
cold  feet,  and  in  the  indulgence  of  plenty  of  fresh  air,  with 
out-door  exercise,  not  too  violent  nor  continued  for  too  long 
at  a  time,  in  going  early  to  bed  and  not  being  up  too  early 
in  the  morning,  in  keeping  warm  day  and  night,  and  in  the 
judicious  use  of  the  morning  bath.     Some  may  be  able  to 
bath  in  cold  water,  others  will  require  to  have  the  chill 
taken  off  the  water,  and  others  again  may  do  well  while 
standing  in  warm  water  to  have  first  tepid  and  then  cold 
water  poured  over  them,  and  especially  down  the  spine. 
The  best  guide  to  go  by  is  that  the  person  must  feel  warm 
by  the  time  she  has  been  dried.     As  soon  as  there  is  the 
slightest  appearance  of  the  "  period  "  the  girl  must  be  kept 
rigidly  to  bed,  and  not  allowed  to  get  up  until  the  pain  is 
entirely  gone  and  the  flow  is  either  over,  or  is  at  least  past 
the  worst.     A  large  poultice  should  be  kept  over  the  abdo- 
men as  long  as  there  is  any  pain.     For  medicine,  a  brisk 
saline  draught  at  the  commencement,  or  if  possible  twelve 
hours  before,   and  then   a  mild  diaphoretic,  with  a  small 
dose  of  bromide  of  sodium  or  potassium  if  the  patient  be 
strong,  or  if  weak  some  aromatic  spirits  of  ammonia  are 
best.    Sedatives  should  be  avoided  as  a  rule,  and  the  very 
favourite  remedy — hot  gin — should  not  be  prescribed  except 
tor  the  very  weak  people.    Three  ten-grain  doses  of  antitoxin 
given  every  hour  will  often  relie\e  pain,  but  after  a  time  this 
\oses  its  effect. 
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When  the  dysmenorrhoea  has  lasted  for  some  years,  it 
is  more  difficult  to  effect  a  cure  by  means  such  as  these^ 
because  secondary  results  have  now  come  into  play.  In 
spite  of  this  they  should  be  tried  in  all  cases  where  the 
pain  is  not  very  severe  for  six  months,  or  better,  for  a  year. 
It  cannot  be  too  carefully  explained  that  this  general  treat- 
ment is  not  meant  only  to  relieve  pain  at  the  time,  but  is 
intended  to  effect  a  permanent  cure,  otherwise  it  is  difficult 
or  impossible  to  get  any  average  patient  to  take  the  rigid 
care  which  is  necessary. 

With  the  exception  of  the  i  use  of  various  drugs,  there 
does  not  seem  to  be  much  difference  of  opinion  about 
the  general  treatment  of  such  cases,  though  the  necessity 
for  keeping  the  patient  warm  is  often  not  insisted  on  as  it 
ought  to  be. 

When  we  come  to  the  consideration  of  the  local  treat- 
ment, we  find  more  or  less  difference  of  opinion,  and  it  is 
not  necessary  to  go  over  in  detail  what  this  one  and  that 
one  has  written  on  the  subject,  for  they  may  all  be  classified. 
Opinions  about  local  treatment  may  be  divided  at  present 
among  those  who  do  nothing  and  will  hear  of  nothing  being 
done ;  among  those  who  advocate  the  use  of  stem  pessaries ; 
among  those  who  recommend  dilatation,  either  slight  or 
great,  with  or  without  curetting;  and  among  those  who 
advise  lateral  or  posterior  division  of  the  cervix.  To  this 
number  of  methods  I  would  add  two,  posterior  division  of 
the  cervix  with  stitching — Dudley's  operation — and  the  use 
of  the  constant  current,  after  Apostoli's  method. 

(a)  Those  who  will  do  nothing,  and  a  sub-class,  those 
who  very  seldom  will  advise  anything,  in  all  probability  base 
their  opinion  on  the  very  poor  results  that  have  come  under 
their  notice,  either  in  their  own  practices  or  in  those  of 
others.  This  class  appears  to  be  a  large  one,  and  to  it 
I  belonged  at  one  time. 

(6)  The  stem  pessary  has  had  its  day  in  the  treatment  of 
flexions.  It  is  unscientific,  tnd,  what  is  much  worse,  it  can 
only  relieve,  seldom  cures,  ;ind  may  do  harm. 
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(c)  Dilatation  requires  more  consideration  ;  it  consists  of 
two  kinds,  slight  and  great.  The  first  has  its  advantages  in 
certain  cases.  It  is  suitable  in  the  case  of  married  women, 
when  the  flexion  is  not  great.  In  such  circumstances,  it  is 
used  in  the  hope  that  by  distending  the  canal  impregnation 
may  take  place,  for,  if  the  patient  become  pregnant,  the 
dysmenorrhcea  is  cured.  Its  purpose  is  simple,  and  an 
anaesthetic  is  not  required ;  it  seems  to  be  entirely  devoid 
of  danger,  and  the  patient  does  not  require  to  stay  in  bed. 
When  impregnation  does  not  occur,  the  good  effect  passes 
off  very  quickly.  This  line  of  treatment  is  useless  when  the 
Bexion  is  very  acute ;  for  the  unmarried  it  is  also  impos- 
sible, or,  at  least,  very  painful  without  an  anaesthetic. 

Over-dilatation  has  also  its  merits.  It  may  be  done  with 
tents  or  the  rapid  forcible  method.  The  action  is  not  the 
same  ;  with  the  tents  it  is  simply  a  distension  of  the  canal ; 
by  the  rapid  method  there  is,  in  addition,  more  or  less 
tearing  of  the  tissues  when  the  operation  is  pushed  to  its 
fullest  extent.  Dilatation  by  means  of  tents  is  simply  the 
before-mentioned  slight  dilatation  carried  a  step  further,  and 
under  similar  circumstances  may  be  admissible. 

The  advocates  of  the  rapid  method  claim  that  it  is  suit- 
able in  all  cases,  whether  the  patient  be  married  or  not.  If 
it  ciu*ed  or  greatly  relieved  the  majority  of  cases  at  the  first 
operation,  this  treatment  could  have  much  said  in  its  favour, 
for  it  is  easy  in  its  performance,  and  is,  so  far  as  I  have  seen, 
harmless,  if  the  late  Professor  Spence's  saying  be  remem- 
bered, that  to  pass  a  bougie  through  an  urethral  stricture 
what  was  most  wanted  were  patience  and  sweet  oil,  though 
nowadays  it  would  have  to  be  something  more  than  sweet. 
Many  patients  are  not  cured,  unless,  of  course,  they  become 
pregnant,  and  I  have  heard  a  strong  advocate  of  the  method 
say  that  you  must  go  on  dilating  until  you  get  a  cure.  This 
necessity  for  repetition  is  a  fatal  objection,  if  by  any  other 
method  even  as  great  a  proportion  of  cases  can  be  cured  by 
one  single  operation.  With  reference  to  this  form  of  dilata- 
tion, there  is  one  thing  that  must  be  borne  in  mind  ;  it  is. 
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that  when  the  stretching  is  done  it  must  be  done  thoroughly. 
Hegar's  dilators,  or  some  similar  instruments,  are,  as  a  rule, 
employed  in  this  country,  and  they  do  very  well,  though 
sometimes,  when  the  tissues  are  very  hard,  a  doubled-bladed 
dilator  does  better.  Whatever  instrument  is  used,  the 
stretching  ought  to  be  carried  out  while  the  uterus  is  fixed 
by  tenaculum  in  its  natural  position  ;  not,  as  is  taught  in 
some  schools,  when  it  is  drawn  to  or  outside  the  vulva. 

{d)  Simpson's  lateral  and  Sims'  posterior  division  of  the 
cervix  must  have  been  performed  a  very  great  number  of 
times,  often  with  satisfactory  results  when  the  patients  were 
married.  The  object  of  both  operations  is  to  enlarge  the 
uterine  canal ;  the  objection  to  both  is  that  this  result  is 
often  only  temporary.  To  give  much  prospect  of  the  canal 
remaining  open,  it  is  necessary  to  keep  a  plug,  preferably 
one  of  glass,  in  the  canal,  until  the  wound  or  wounds  have 
thoroughly  healed  by  granulation,  and  then  to  pass  a  bougie 
occasionally.  The  result  of  this  irritation  is  that  the  cervix 
is  apt  to  become  hard,  and  symptoms  may  arise  of  as  much 
importance  as  those  the  operation  was  intended  to  cure.  As 
compared  with  dilatation  these  operations  have  no  advan- 
tage ;  they  do  not  do  more  good  and  they  may  do  more 
harm  ;  they  are  not  safer  or  more  easily  performed,  and  the 
patient  requires  to  be  kept  in  bed  for  as  long  a  time. 

All  these  different  forms  of  treatment  are  wanting  in 
certainty ;  dilating,  division,  &c.,  may  result  in  complete 
failure,  there  may  be  improvement  neither  in  the  symptoms 
nor  in  the  local  condition,  and  it  is  thus  not  to  be  wondered 
at  that  many  able  practitioners  are  opposed  to  local  treat- 
ment. The  logical  position  they  have  taken  up  in  the  past 
is  strongly  assailed  by  Dr.  Dudley's  modification  of  Sims' 
operation  of  backward  division.  Indeed,  the  modification 
makes  such  a  great  difference  that  it  is  practically  a  new 
operation.  What  is  aimed  at  may  briefly  be  described  as 
the  straightening  of  the  uterine  canal  and  the  healing  of  the 
cut  surfaces  by  first  intention,  so  that  there  will  be  no  hard 
tissue,  or  possibility  of  the  old  bend  returning.     The  opera- 
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tion  was  described  by  my  brother,  Dr.  George  Keith, 
before  this  Society  two  years  ago  for  the  first  time  in  this 
country.  The  most  essential  part  of  the  operation  is  the 
accurate  stitching  together  of  each  half  of  the  wound  made 
when  the  cervix  is  divided.  Performed  with  the  uterus  in 
its  natural  position,  with  the  help  of  a  Sims'  speculum  three- 
quarters  of  an  inch  across,  it  is  not  necessary  to  rupture  an 
ordinary  hymen,  but  it  is  not  an  operation  to  be  undertaken 
by  those  who  either  have  not  the  dexterity  or  have  not  had 
suflBcient  practice  to  permit  them  to  do  it  without  drawing 
the  cervix  to  the  outside.  Frequently,  in  bad  cases,  there  is 
more  or  less  tenderness  and  swelling  in  the  pelvis,  and  the 
result  of  dragging  down  a  uterus  when  the  pelvis  is  in  such 
a  condition  can  easily  be  imagined.  By  this  operation 
nothing  is  left  to  chance,  and  unless  the  cuts  do  not  heal 
the  cervix  remains  permanently  in  the  position  and  of  the 
shape  it  is  left  at  the  time  of  the  operation.  So  far  as  I 
know,  all  the  cases  I  have  operated  on  have  been  cured  or 
have  been  improved,  not  only  as  regards  the  monthly  pain, 
but  as  regards  the  general  health  the  gain  has  been  well 
marked.  Naturally  the  early  cases  have  not  done  so  well,  on 
the  whole,  as  the  later. 

The  more  the  body  of  the  uterus  is  anteverted,  the  less 
perfect  is  the  result  likely  to  be,  and  special  care  must  be 
taken  in  such  cases  to  split  as  far  back  as  possible.  Free- 
dom from  pain  does  not  always  result  immediately,  and  the 
greater  the  anteversion  the  slower  is  the  complete  return  to 
health,  on  account  of  the  old  standing  congestion  of  the 
uterine  body.  In  a  few  cases  I  have  had  to  have  recourse 
to  electricity  to  complete  the  cure.  This  operation  is 
specially  suitable  for  all  unmarried  women,  and  for  all 
married,  except  those  who  are  afraid  of  becoming  pregnant, 
as  it  frequently  cures  sterility  as  well  as  dysmenorrhoea. 
Some  there  are  who  will  have  nothing  in  the  nature  of  an 
operation,  and  for  them  Apostoli's  treatment  will  give  relief. 
When  an  unmarried  girl  is  brought  to  me  complaining 
of  symptoms,  probably  due  to  a  flexion,  severe  enough  to 
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warrant  treatment,  and  where,  as  is  commonl  y  the  case,  the 
mother  has  taken  her  from  one  doctor  to  another,  and  the 
usual  remedial  measures  have  been  tried,  I  advise  that  an 
examination  be  made  under  ether,  and  that  if  a  decided  bend 
be  found  it  be  operated  on  at  once.  When  such  a  one  is 
found  and  the  operation  performed,  it  is  only  necessary  to 
give  the  anaesthetic  once  more  when  the  stitches  are  taken 
out.  In  this  way  the  girl  need  know  nothing  more  than 
that  what  was  wrong  has  been  put  right.  By  using  ab- 
sorbent sutures  the  second  chloroforming  can  be  dispensed 
with,  but  the  results  are  not  so  satisfactory. 

It  is  somewhat  difficult  to  know  how  much  treatment 
should  be  tried  before  an  unmarried  girl  ought  to  be 
examined.  It  is  evidently  often  done  too  soon  and  often 
too  late.  For  example,  one  of  my  most  difficult  cases  was 
sent  by  her  doctor  in  the  country  to  a  specialist,  after  all 
the  usual  remedies  had  been  tried,  and  with  the  intention  of 
an  examination  being  made.  Through  some  misunder- 
standing this  was  not  done,  a  diagnosis  of  uterine  neuralgia 
was  made,  a  very  ordinary  prescription  was  given,  and  for 
two  years  the  family  doctor  was  thus  led  to  believe  that  the 
uterus  was  normal. 

So  much  for  treatment  directed  to  the  rectification  of 
the  malformation,  and  which,  to  my  mind,  is  much  more 
rational  than  that  directed  to  curing  the  result  of  the  de- 
formity. It  can  be  done,  however,  and  permanently.  1 
found  it  out  experimentally  in  the  following  way  : — A 
married  lady  consulted  me  on  account  of  severe  dys- 
menorrhoea  due  to  an  exceptionally  well-marked  flexion. 
As  she  said  that  moderate  dilatation  had  been  performed 
between  two  and  three  hundred  times  without  relief,  I  sug- 
gested that  she  should  let  me  try  if  electricity  would  do  her 
any  good.  The  result  of  thirty  applications  was  complete 
and  lasting  recovery.  This  was  ten  years  ago  ;  I  would  re- 
commend Dudley's  operation  in  preference.  A  considerable 
experience  extending  over  a  number  of  years  has  convinced 
me  that  electricity  as  used  by  Dr.  Apostoli  acts,  in  part  at 
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least,  by  reducing  the  pelvic  circulation,  and  it  is  in  this  way 
that  the  treatment  seems  to  affect  these  anteflexion  cases. 
Certainly  in  this  first  one  the  simple  passage  of  a  sound 
thirty  times  could  not  have  done  much  when  over  two 
hundred  dilatations  had  done  nothing. 

The  President,  after  conveying  to  Mr.  Keith  the  thanks 
of  the  Society  for  his  interesting  paper,  said  that  he  had 
found  Dudley's  operation  answer  very  well.  He  had  been 
led  to  try  it  by  Dr.  George  Keith's  paper  before  the  Society 
some  time  previously.  It  was  simple  and  effective.  He 
would  illustrate  its  value  by  one  case.  He  was  asked  by  the 
matron  of  a  hospital  to  see  a  sister  who  was  laid  up  with 
dysraenorrhcea  for  four  days  in  every  month.  He  found 
stenosis  and  anteflexion,  and  dilated.  For  three  months 
she  was  better,  then  her  trouble  returned.  He  then  did 
Dudley's  operation,  and  her  relief  was  complete  and  per- 
manent. He  always  used  chromicised  catgut  sutures,  which 
did  not  require  removal.  He  had  not  yet  had  a  failure 
among  his  cases. 

Dr.  Wm.  Travers  had  performed  the  operation  four 
times;  in  each  case  everything  had  been  tried  withou* 
success.  One,  a  neurotic  woman,  had  been  almost  bed- 
ridden for  seven  years.  The  first  two  periods  after  went 
very  well ;  at  the  third  she  had  some  return  of  pain  :  then 
she  became  pregnant,  and  remained  cured.  Another  case 
was  a  servant  who  had  suffered  many  years.  She  was  now 
quite  well. 

Dr.  Heywood  Smith  said  that  a  combination  of  incision, 
dilatation,  and  the  use  of  a  stem  pessary  often  answered 
very  well.  Dilatation  alone  did  not  usually  give  permanent 
relief.  The  incision  ought  not  to  be  too  free.  This  was 
a  mistake  that  was  often  made ;  the  mucous  membrane 
alone  should  be  divided  at  the  internal  os,  just  nicking  the 
underlying  muscle  ;  then  dilators  should  be  introduced,  and 
finally  a  sterilised  glass  stem  pessary  for  a  few  days.  He  had 
tried  Dudley's  operation  in  one  case,  but  had  not  been 
entirely  satisfied  with  it. 
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Mr.  Tenison  Collins  was  led  to  try  Dudley's  operation 
after  seeing  Dr.  George  Keith's  paper.  He  was  at  the  time 
worried  about  an  obstinate  case  in  which  he  had  already 
dilated  twice.  He  did  Dudley's  operation,  and  the  first 
period  after  the  patient  was  free  from  pain,  and  was  hence- 
forth able  to  pass  through  her  periods  without  lying  up.  A 
second  case  was  equally  successful.  A  third  case  was  also 
sterile,  and  soon  after  the  operation  she  became  pregnant, 
and  was  delivered  of  a  living  child  at  term. 

Dr.  Arthur  Giles  said  that,  like  the  other  Fellows,  he 
was  indebted  to  Dr.  George  Keith  for  the  suggestion  of  this 
operation.  Since  hearing  Dr.  Keith's  paper  he  had  per- 
formed the  operation  about  a  dozen  times,  and  in  nearly 
all  his  cases  the  results  had  been  very  satisfactory.  One 
case  was  very  like  that  described  by  Dr.  Travers ;  she  had 
suffered  from  dysmenorrhoea  for  many  years,  and  though 
married  for  twelve  years  was  sterile,  and  had  consulted 
many  doctors.  He  performed  Dudley's  operation,  and  her 
two  succeeding  periods  were  quite  painless;  she  then 
became  pregnant.  In  one  or  two  cases  the  results  had  not 
been  so  good,  especially  in  the  early  months  after  opa*ation. 
This  was  probably  because  when  the  condition  had  gone  on 
for  some  time  constitutional  symptoms  developed,  which 
took  some  time  to  disappear,  even  after  the  local  condition 
was  rectified.  In  other  cases,  again,  the  dysmenorrhoea  was 
partly  of  central  ner\'ous  origin,  and  here  the  results  would 
not  be  always  satisfactory.  But  in  spite  of  some  failures, 
which  they  must  expect  with  any  operation,  he  thought  this 
procedure  had  a  very  useful  field.  It  should  not,  however^ 
be  employed  indiscriminately,  nor  without  giving  general 
treatment  a  fair  trial.  He  agreed  with  Mr.  Skene  Keith  as 
to  the  importance  of  preventive  hygiene  in  early  life.  To 
succeed  here,  they  must  secure  the  intelligent  co-operation 
of  the  mothers.  Too  many  mothers  assumed  that  as  they 
had  suffered  from  dysmenorrhoea  in  their  earlier  days,  it 
was  only  natural  that  their  daughters  should  suffer  also. 
They  needed  to  be  impressed  with  the  teaching  that  there 
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was  no  physiological  reason  why  so  many  girls  should 
have  their  early  years  of  puberty  made  burdensome  by 
dysmenorrhcea. 

Dr.  SCHACHT  said  that  this  paper  of  Mr.  Skene  Keith's 
had  emphasised  the  value  of  Dr.  George  Keith's  paper,  which 
he  also  had  made  use  of  in  several  cases  with,  so  far,  very 
satisfactory  results.  He  thought  it  would  be  an  excellent 
plan  if  at  some  future  time  all  who  had  had  experience  of 
Dudley's  operation  were  to  send  in  tabulated  reports  of 
the  results  of  their  cases,  whereby  an  accurate  estimate 
of  its  value  would  be  obtained.  He  would  be  very  willing 
to  analyse  and  summarise  such  reports  for  publication  in  the 
Journal. 

Mr.  BOWREMAN  JESSETT  observed  that  a  great  number 
of  young  girls,  from  15  to  19  years  of  age,  suffered  from 
dysmenorrhcea,  and  were  cured  by  general  means.  He 
thought  it  would  be  a  great  pity  if  the  impression  went 
abroad  that  the  Society  advocated  the  performance  of  this 
or  any  other  operation  for  all  such  cases.  He  urged,  there- 
fore, that  some  caution  should  be  used  in  selecting  cases 
for  operation.  In  cases  of  pure  stenosis,  dilatation,  as 
recommended  by  Dr.  Heywood  Smith,  would  probably 
answer  perfectly  well,  and  for  such  Dudley's  operation 
would  not  be  needed. 

At  this  point  the  discussion  was  adjourned  to  the  follow- 
ing meeting. 
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ORIGINAL  COMMUNICATION. 

Asepsis  and  Antisepsis  in  GYNiECOLOGY. 
By  H.  Macnaughton-Jones,  M.D.,  M.A.O.,  F.R.C.S.I.  &  E. 

The  question  is  often  asked,  "Are  the  aseptic  and 
antiseptic  methods  resorted  to  on  the  Continent  more  per- 
fect and  complete  than  those  used  by  British  surgeons?" 
The  most  satisfactory  reply  may  be  found  in  a  short 
description  of  the  methods  pursued  in  a  few  well-known 
Paris  cliniques.  Last  year  I  referred  to  the  perfection  of 
the  German  practices  as  exhibited  in  some  of  the  leading 
Frauenkliniks  in  Berlin.  I  can  conceive  nothing  more 
perfect  than  the  manner  in  which  aseptic  precautions  are 
carried  out  in  the  University  Frauenklinik  of  Berlin  under 
Professor  Olshausen.  Before  touching  on  the  steps  taken 
by  our  Paris  confreres  for  securing  complete  antisepsis  and 
asepsis,  I  shall  say  a  few  words  bearing  on  the  import- 
ance to  the  gynaecologist  of  this  subject.  I  may  divide 
these  remarks  under  two  heads :  first,  hospital  antisepsis 
and  asepsis;  second,  antisepsis  and  asepsis  outside  hos- 
pitals, whether  in  private  "homes"  or  patients'  houses. 
With  regard  to  hospital  methods,  there  can  be  no  possible 
excuse  for  even  the  slightest  defect  in  any  of  the  details. 
Here  economy  has  seldom  to  be  considered.  In  his 
theatre,  appliances  and  assistance,  both  before,  during, 
and  after  operations,  the  surgeon  is  amply  provided  for; 
and  it  is  simply  unpardonable  if  any  accident,  which  can 
by  possibility  be  traced  to  a  flaw  in  the  methods,  occurs. 

It  is  therefore  rather  with  a  view  to  insisting  on  the  need 
for  caution  outside  the  hospital  operating  theatre  and  ward 
that  I  respond  to  the  request  of  the  editor  of  this  Journal 
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to  write  this  short  communication.  I  have  not  the  least 
doubt  that  there  is  still,  even  with  all  our  knowledge  of 
the  vital  importance  of  asepsis,  a  great  deal  of  inexcusable 
negligende  in  the  manner  in  which  this  first  essential  of  the 
modern  surgical  art  is  achieved ;  in  short,  there  is  much  that 
is  casual  in  the  method  in  which  preparations  are  made, 
and  the  regard  that  is  placed  on  such  precautions.  Possibly 
this  may  arise  from  the  fact  that,  though  in  a  misty  sort 
of  way  the  need  for  them  is  recognised,  it  has  only  been 
of  recent  years  that  the  profession  generally  has  begun 
to  realise  their  vital  necessity.  This  observation  applies  to 
surgeon  and  nurse  alike.  Looseness  in  the  education  of 
both  has  generated  a  corresponding  laxity  in  their  ideas  as 
to  how  complete  asepsis  is  to  be  maintained,  and  we  are 
now  in  that  transition  stage  between  the  older  practices 
of  simple  antisepsis,  often  indifiFerently  carried  out,  and 
the  far  more  scientific  and  correspondingly  difficult  aseptic 
procedures  of  the  present  day.  Those  educated  under  the 
old  plan  find  it  difficult  to  adapt  their  surgery  to  the 
demands  of  the  latter,  nor  in  some  respects  can  we  blame 
them,  when  we  yet  find  responsible  teachers  and  operators 
who  speak  in  a  slighting  vein  of  the  unnecessary  refinement 
of  care  with  which  the  Continental  and  American  surgeons 
carry  out  aseptic  surgery. 

The  differentiation  of  the  terms  antisepsis  and  asepsis 
is  hardly  understood.  The  need  for  separating  into  two 
distinct  categories  septic  from  aseptic  operations  is  not 
fuUy  appreciated  or  realised,  either  by  surgeons  or  nurses. 
It  is  no  infrequent  occurrence  for  a  nurse  to  constantly 
assure  one  that  she  is  thoroughly  versed  in  both  anti- 
septic and  aseptic  methods,  and  yet  to  find  that  when 
she  is  subjected  to  the  practical  test  of  attendance  upon 
an  operation  and  attention  to  a  case,  she  is  deficient  in 
many  of  the  first  principles  of  her  work.  There  can  be 
only  one  standard  for  the  hospital  surgeon  on  the  one 
hand,  and  the  practitioner  or  surgeon  who  operates  in 
the  private   "  home "  or  house  on  the  other,  and  though 
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the  latter  may  not  be  able  to  achieve  that  degree  of  perfec- 
tion which  should  always  be  at  the  command  of  the  former, 
still  he  must  strive,  so  far  as  it  is  within  his  means  and 
possibilities,  to  do  so.  Fortunately,  in  consequence  of  all 
the  recently  constructed  appliances  which  render  it  easy 
for  the  surgeon  to  carry  with  him,  without  danger  of  con- 
tamination from  any  outside  source,  all  his  sterilised 
instruments,  dressings,  compresses,  and  sponges,  as  wdl 
as  his  various  ligatures — ^and  not  only  these,  but  also  the 
sterilised  nail-brushes,  antiseptic  soap,  and  the  overaI]> 
for  himself  and  assistants — the  operator  can  reduce  his  risk 
of  failure  in  detail  to  a  minimum.  And  there  is  no  longer 
any  plea  that  can  be  advanced,  either  on  the  part  of  those 
who  have  to  prepare  for  an  operation,  or  of  the  operator, 
that  the  person  whose  life  he  is  taking  in  his  hands  should 
be  subjected  to  an  unnecessary  risk,  for  the  incurring  of 
which  there  can  be  but  two  explanations — either  ignorance, 
or  negligence.  It  may  not,  then  (though  rather  late  in 
the  day)  be  without  advantage  to  some  to  emphasise  what 
true  antisepsis  and  asepsis  really  mean.  Following  the  lines 
I  have  indicated,  I  shall  take  for  example  the  operative 
methods  at  the  hdpital  Bichai,  and  the  Installation  of  Dr. 
Doyen  in  the  Rue  d'Jena  in  Paris,  both  of  which  I  have 
been  recently  visiting.  Professor  Terrier  was  absent  from 
the  former,  but  I  received  at  the  hands  of  his  colleague. 
Dr.  Hartmann,  and  from  Dr.  Doyen  at  his  clinique,  that 
characteristic  French  courtesy  which  is  nowhere  more 
exhibited  than  by  our  Paris  confrires.  In  both  theatres  I 
saw  grave  abdominal  operations — for  it  must  be  remem- 
bered that  these  surgeons  do  not  confine  themselves  to 
gynaecology,  but  are  equally  able  and  experienced  general 
surgeons. 

I  will  first  give  a  short  description  of  the  aseptic  and 
antiseptic  methods  at  the  hdpital  Bichat.  Its  surgeons 
insist  on  the  importance  of  placing  the  conduct  of  both 
methods  under  the  sole  charge  of  a  special  pharmacist  in  the 
hospital.    As  elsewhere,  a  clear  distinction  is  drawn  between 
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the  indications  for  antiseptics  and  their  use  in  septic  wounds 
and  operations,  and  those  for  aseptic  precautions  where 
we  are  dealing  with  aseptic  wounds,  or  with  those  patients 
on  whom  we  can  operate  aseptically.  Professor  Terrier, 
assisted  by  Dr.  G.  Latham,  formerly  intern  pharmacist  to 
the  Bichatj  have  clearly  laid  down  the  rules  of  practice 
in  this  hospital.  The  filter  of  Chamberland  is  altogether 
used,  and  through  this  solutions  are  passed  previous  to 
boiling.  These  are  those  of  bichloride  of  mercury,  car- 
bolic acid,  and  boric  acid,  which  are  kept  distinct  from 
camphorated  naphthol,  iodoformed  oil,  iodoform  and  ether, 
&c.  The  dried  powders  of  iodoform,  salol,  subnitrate  of 
bismuth,  &c.,  are  kept  in  special  bottles  hermetically  closed. 
It  is  the  duty  of  the  intern  to  prepare  and  have  ready  a 
certain  number  of  antiseptic  dressings — the  tied  tampons, 
the  flat  tampons  for  external  dressings,  the  gauze  and 
wadding,  which  are  all  kept  covered  by  cotton  wool  and 
iodoform.  To  prepare  the  materials  with  iodoform,  a 
quantity  of  iodoform  is  placed  in  a  sterilised  glass  in  a 
solution  of  95  per  cent,  of  alcohol,  or  of  equal  parts  of 
absolute  alcohol  and  ether,  with  the  addition  of  about  i 
per  cent,  of  glycerine.  When  soaked  they  are  dried  on 
iron  grills  previously  heated.  The  flat  tampons  are  pow- 
dered by  more  iodoform  immediately  after  being  taken 
out  of  the  ether  bath.  The  dressings  remain  moist,  and  the 
iodoform  is  very  adherent.  It  falls  to  the  duty  of  the  same 
person  to  see  to  the  keeping  of  the  prepared  sponges  or  tents 
in  the  bottles,  the  stoppers  of  which  are  protected  with 
emery^  The  tarlatan  compresses  are  kept  plunged  in  the 
antiseptic  solutions  in  large  jars. 

Asepsis. — ^Terrier  well  classifies  the  indications  that  must 
be  fulfilled  in  order  to  arrive  at  a  perfect  aseptic  method : 
(i)  Antisepsis  of  the  part  to  be  operated  upon  ;  (2)  anti- 
sepsis of  the  hands  of  the  operator  and  his  assistants ; 
(3)  asepsis  of  all  the  instruments  or  objects  which,  during 
an  operation,  may  come  in  contact  with  the  wound ;  (4)  sub- 
sequent effective  aseptic  protection  of  the  wound  during  the 
healing  process. 
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With  regard  to  the  preparation  of  the  patient  and  the 
hands  and  arms  of  the  operator  and  assistants,  a  few  words 
may  be  said.  Previous  bathing  of  the  woman,  free  washing 
of  her  body  with  soap,  thorough  scrubbing  of  the  part  to  be 
operated  upon,  and  the  covering  over  of  it  with  dressings 
wet  with  various  antiseptic  solutions,  and,  in  vaginal  opera- 
tions, previous  antiseptic  douchings  of  the  vagina,  followed 
by  the  insertion  of  antiseptic  tampons,  are  the  principal 
means  to  be  employed.  Wherever  it  is  possible,  these 
should  be  carried  out  in  a  separate  room,  and  it  may  be  right 
that  in  it  the  patient  should  be  carefully  shaved  before  being 
brought  into  the  operating  room.  This  shaving  of  the 
patient  should  be  thoroughly  done,  and  after  the  part  has 
been  denuded  of  hair  it  should  be  covered  by  a  good  lather 
of  soap,  and  washed  by  the  antiseptic.  We  cannot  hope  to 
carry  out  asepsis  in  vaginal  operations  thoroughly,  and  there- 
fore they  do  not  come  within  the  scope  of  the  aseptic 
method  ;  but  we  may  say  that  when  the  patient  is  placed  in 
the  position  necessary  for,  say,  vaginal  hysterectomy,  and 
the  external  parts  have  been  thoroughly  washed  and  cleansed, 
the  last  step  should  be  sterilisation  of  the  vagina,  and  this 
can  l)e  best  achieved  by  opening  the  vulvar  orifice  well  with 
two  fingers  depressing  the  perinaeum,  while  we  thoroughly 
and  repeatedly  douche  out  for  some  time  the  vagina  with  an 
antiseptic  fluid.^  As  little  of  the  surface  of  the  body  as  is 
possible  should  be  exposed  for  the  performance  of  an 
operation.  All  the  surrounding  parts  should  be  covered 
with  flat  compresses  which  have  been  antiseptically  prepared, 
or  have  been  sterilised  previously,  and  then  wetted  v^ith 
sterilised  water.  Such  sterilised  cloths  are  not  applied  until 
the  skin  has  been  finally  washed  with  a  solution  of  equal 
parts  of  absolute  alcohol  and  i  in  looo  of  perchloride  of 
mercury,  followed   by  a  final   rubbing  of  sterilised  wool 

'  For  many  vaginal  operations  I  now  adopt  A.  Martin's  plan  oi 
douching  out  the  vagina,  when  it  has  been  well  opened  by  the  fingers 
and  retractors,  with  sterilised  or  antiseptic  fluid  from  pint  champagne 
bottles,  two  of  which  are  ready  filled  with  the  fluid.  A  nurse  or  assistant 
can  do  this  from  time  to  time  during  an  operation,  as  required. 
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saturated  with  ether.  No  nurse  or  assistant  whose  hands 
and  arms  have  not  been  prepared  should  take  part  in  any 
of  these  manipulations,  and  if,  through  accident,  any 
happen  to  handle  or  touch  anything  which  has  not  been 
rendered  aseptic,  the  hands  should  be  again  rinsed  in  the 
solution  of  alcohol  and  sublimate.  As  to  the  surgeon's 
and  the  assistants'  hands,  it  may  be  safely  said  that  it  takes 
ni  the  very  least  ten  minutes*  time  to  prepare  these.  Prefer- 
ably, they  should  be  washed  (from  the  elbows  down)  under 
a  tap  of  running  water,  and  with  antiseptic  soap.  The  nail- 
brushes should  be  kept  always  in  antiseptic  fluid  in  air- 
tight glass  boxes  (which  are  now  easily  obtainable)  or  as  at 
the  Bichat,  in  glass  boxes,  to  the  covers  of  which  they  are 
screwed,  being  thus  constantly  kept  in  the  antiseptic.  The 
glass  cover  thus  forms  the  back  of  the  brush.  The  arms 
should  be  several  times  well  soaped  as  well  as  the  hands,  the 
nails  subjected  to  repeated  cleansings,  and  the  arms  and 
hands  both  finally  washed  over  with  i  in  1000  sublimate 
solution.  Then  the  hands  and  wrists  are  pressed  down  and 
kept  for  a  few  minutes  in  a  basin  of  equal  parts  of  a  subli- 
mate solution  and  i  in  1000  absolute  alcohol.  The  hands  of 
the  operator,  his  immediate  assistant,  the  overseer  of  the 
instruments  and  ligatures,  or  those  of  any  nurse  who  may 
have  to  handle  instruments,  sponges,  or  dressings,  should  be 
prepared  with  equal  care.  There  should  also  be,  at  the  side 
of  the  operator,  a  small  washstand  with  a  basin,  or  prefer- 
ably, a  movable  lavabo  on  castors,  which  has  two  jars  pro- 
vided with  taps,  containing  sterilised  water,  by  means  of 
which  his  hands  can  l)e  rinsed  from  time  to  time  during 
the  operation. 

In  any  aseptic  operation  the  following  articles  have  to  be 
sterilised  :  compresses,  tampon  sponges,  gauze,  ligature  silk, 
silver  wire,  drains,  and  drainage  tubes. 

There  are  a  few  simple  facts  with  regard  to  sterilisation 
which  have  to  be  remembered.  Bacteria  do  not  survive 
a  temperature  from  120°  to  180°  C,  and  the  spores  of 
bacteria  are  destroyed  by  lower  temperatures  than  these 
when  they  are  submitted  to  air  which  is  saturated  with 
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the  vapour  of  water,  while  at  even  lower  temperatures  still — 
say  100**  C. — micro-organisms  succumb  if  the  temperature 
be  maintained  for  a  sufficient  time,  and  repeated  by  succes- 
sive sterilisations.  I  need  not  here  dwell  on  the  different 
varieties  of  sterilisers  for  vapour  and  dry  air  which  are  in 
use.  Those  I  myself  employ  are  a  stove  of  Poupinel^ 
made  by  Lequeux  (Maison  Wiesnegg,  64,  Rue  Gay-lussac, 
Paris),  and  a  modification  of  Chamberland's  autoclave. 
The  former  is  a  dry  stove,  used  specially  for  instruments 
and  appliances,  a  small  model  of  that  employed  by  Doyen^ 
and  the  latter  a  vapour  stove  for  the  sterilisation  of  the 
dressings,  compresses  and  sponges,  &c.  In  this  stove  can 
be  placed,  according  to  its  size,  air-tight  nickel  bottles 
containing  the  various  articles  to  be  sterilised.  Such  are 
portable,  and  can  be  carried  by  the  surgeon  in  going  any 
distance  to  an  operation.  The  stove  for  the  dry  air  contains 
copper  or  nickel  boxes  for  the  instruments,  which  are  also 
air-tight.  The  dressings,  previously  moistened  with  water^ 
not  too  tightly  pressed  in  the  nickel  box,  are  subjected  to 
a  temperature  of  140*.  The  dressings  after  sterilisation  are 
moist,  to  which  there  is  no  objection.  One  hundred  and 
twenty  degrees  of  heat  is  sufficient  for  the  sterilisation  of  the 
silk  ligatures,  as  a  greater  degree  of  heat  is  apt  to  injure 
them.  The  silk  may  be  rolled  on  nickel  reels,  wrapped  in 
gauze,  and  placed,  moistened  with  water,  in  a  nickel  bottle. 
Such  silk  serves  only  for  one  operation.  The  stoves  used 
in  the  Bichai  laboratory  are  a  modification  of  the  hot  air 
ones  of  Poupinel.  In  the  hot-air  stove  the  temperature  rises 
from  150  to  160',  and  the  sterilisation  lasts  for  an  hour.  By 
the  contrivance  of  a  tube  that  leads  from  the  summit 
of  the  chamber,  passing  through  the  cover  and  running 
almost  to  its  bottom,  all  the  water  in  the  chamber  is 
evacuated  by  pressure,  and  the  stove  is  rendered  dry.  In 
a  few  minutes  all  the  water  has  been  got  rid  of,  and  the 
dressings  are  thus  dried.  The  material  in  this  case  should 
not  previously  have  been  moistened  with  water,  but  simply 
impregnated  with  the  vapour.  There  is  a  very  large 
steriliser  in   the   laboratorv  of  the  Bichai,   that  combines 
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the   two  objects  of   sterilising   the  moist   compresses  and 
furnishing  dry  dressings.      Here,  also,   are   sterilised    the 
different    solutions    employed    for    hypodermic    or    intra- 
venous  injections,   which   are  kept   ready  in   hermetically 
closed  flasks.    When  the  stove  is  dry  the  powders  of  boric 
acid,    sub-nitrate    of    bismuth,    and    others,  are    sterilised 
at    a   heat   of    150°.      They    are   placed   in   glass   bottles 
specially  constructed  with  air-tight  stoppers,  and  these  are 
slowly  cooled  down  in  the  dry  stove.    Catgut,  dried  and 
purified  by  maceration,  first  in  a  mixture  of  absolute  alcohol 
and  chloroform,  then  in  a  mixture  of  absolute  alcohol,  is 
placed   in  small  packets  in  tubes  closed  by  tampons  of 
wadding,  and  is  allowed  to  remain  in  the  steriliser  for  the 
space   of   one   hour   at  a   temperature  of    125°.      Such  a 
process  in   no  way  deteriorates  the  catgut.      Bergman  of 
Berlin  places  the  catgut  in  i  per  cent,  sublimate  solution 
and  80  per  cent,  of  alcohol.     It  is  left  for  at  least  forty-eight 
hours.    This  immersion  is  renewed  in  fresh  solution  every 
few  dajrs  until  the  fluid  is  quite  clear ;  then  the  gut  is  kept 
in  ordinary  alcohol.     I  use  gut  that  has  been  specially  pre- 
pared for  me  by  Frau  Horn,  assistant  to  Professor  Martin, 
and  I  can  testify  to  its  pliability,  strength,  and  aseptic  quali- 
ties.    Such  catgut  has  been  soaked  on  flat  glass  plates  for  at 
least  eight  hours  in  i  in  1000  sublimate  solution.     It  is  then 
allowed  to  remain  for  at  least  twenty-four  hours  in  a  solution 
of  one  part  of  oil  of  juniper  and  two  of  absolute  alcohol. 
It  is  then  taken  from  this  solution  and  placed  in  a  similar 
one,  in  which  it  is  kept  for  fourteen  days  before  it  can  be 
used.* 

Terrier  suggests  as  a  good  means  of  controlling  the 
sterilising  temperature  to  place  in  each  bottle  of  dressings  a 
test  tube,  that  is,  a  small  glass  tube  closed  at  both  of  its 
extremities,  and  containing  some  crystallised  substance 
which  by  its  fusion  denotes  when  the  desired  temperature 


■  Splendid  gut  of  every  size,  as  used  by  Profs.  Bergman,  Olshausen, 
and  Martin,  may  be  had  (with  full  instructions  for  its  sterilisation)  of 
M.  B^me,  54,  Orienburger  Str.,  Berlin. 
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has  been  exceeded  or  at  least  reached.  Thus  Ikx  the 
compresses,  tubes  with  anhydride  phtalique,  fusing  at  129'; 
for  silk,  tubes  with  benzoic  acid,  fusing  at  120°;  and  for 
the  stoves  of  hot  air,  tubes  with  salicylic  acid  fusing 
at  156°.  These  substances  are  coloured  respectively  green, 
violet,  and  red,  with  aniline.  As  a  powder,  the  mixture 
is  scarcely  coloured,  but  it  becomes  very  accentuated 
under  the  process  of  fusion  when  the  mass  is  rendered 
compact.  This  change  of  colour  is  an  assurance  of  the 
sterilisation,  provided  that  the  test  tube  has  been  placed  in 
the  centre  of  the  bottle  of  compresses.  At  the  Bichat  the 
special  laboratory,  which  is  beneath  the  hospital  and  far 
removed  from  its  wards,  is  partitioned  into  four  compart- 
ments— one  is  Reserved  for  the  dressings  intended  for  use 
on  the  following  day.  Once  sterilised  these  dressings  are 
brought  back  to  the  same  compartment  and  marked  as 
sterilised.  To  this  compartment  alone  has  the  nursing  staff 
of  the  hospital  admission.  The  second  compartment  con- 
tains the  sterilisers  of  vapour  and  hot  air ;  the  third  is 
reserved  for  the  preparation  of  antiseptic  dressings,  and 
the  fourth  contains  a  stove,  with  cultures  for  verifying  the 
sterilisation.  Here  also  is  a  distillation  apparatus  for  the 
purification  of  the  antiseptics  used  in  the  hospital,  ether, 
chloroform,  and  bromide  of  ethyl,  the  purity  of  which  is 
thus  secured. 

My  object  being,  as  I  have  said,  to  dwell  on  the  necessity 
that  exists  outside  a  public  hospital  for  the  adoption  of  as 
complete  asepsis  and  antisepsis  as  may  be  secured,  I  have 
nothing  to  say  here  of  the  operating  theatre  itself,  though  I 
shall  show  later  on  how  a  small  private  operating  room  can 
be  constructed  at  a  comparatively  small  cost,  and,  though 
not  as  perfect  as  the  theatre  of  a  hospital,  can  still,  so  far  as 
the  material  for  asepsis  and  antisepsis  are  concerned,  be 
brought  as  near  to  perfection  as  can  be  hoped  for  with 
the  means  at  our  disposal.  But  if  any  are  desirous  of 
seeing  the  plans  for  the  installation  of  perfect  operating 
rooms  in  private  institutions,  they  will  find  all  they  require 
in  Dr.  Doyen's  recently  published  "  Technique  Chirurgicale," 
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in  which  there  is  a.  complete  description  of  the  operation 
rooms  and  their  annexes  of  his  cliniques  at  Rheims  and 
Paris.  (See  also  the  drawings  of  various  installations  in 
Messrs.  Flicoteaux's  catalogue.)^ 

I  will  devote  a  few  observations  to  the  appliances  used 
by  Doyen  employed  at  these  cliniques.  I  am  in  perfect 
agreement  with  the  views  of  this  distinguished  surgeon,  that 
"When  we  lose  a  patient  who  has  been  operated  upon, 
the  most  common  cause  of  death  is  infection  within  the 
operative  tract,  an  infection  facilitated  by  the  reduction 
of  the  vital  resistance  brought  about  in  enfeebled  and 
cachectic  subjects,  particularly  among  the  cancerous. 
Many  surgeons  (we  cannot  too  strongly  insist  upon  this 
point)  commit  the  grave  error  of  believing  themselves  d 
priori  aseptic,  and  account  for  their  failures  by  causes  other 
than  the  direct  infection  from  the  wound.  This  pretension 
to  infallibility  in  antisepsis  is  as  ridiculous  as  it  is  danger- 
ous. Even  in  cases  where  complications  occur  at  a  distance 
from  the  field  of  operation,  such  as  bronchitis,  pneumonia, 
phlebitis,  &c.,  it  is  very  rarely  found  that  they  arise  from 
any  cause  save  as  the  direct  consequence  of  interference." 
"  If  the  patient  should  succumb,"  says  Doyen,  "  carefully 
study  the  probable  causes  of  death,  and  question  your 
memory  on  the  minutest  details,"  and  he  goes  on  to  remark 
that  in  an  interference,  out  of  all  proportion  to  the  vital 
resistance  of  the  patient,  which  has  been  too  prolonged,  or 
to  infection  alone,  we  may  often  ascribe  the  fatal  issue, 
and  still  more  frequently  to  both  causes  combined.  This 
conclusion  he  says  he  has  come  to  as  the  result  of  many 
years  of  experience  acquired  in  the  service  of  various 
hospitals  in  which  bacteriological  observations  of  the  most 
searching  kind  were  conducted  as  to  the  cause  of  death 
after  operations. 

In  the  clinique  of  Doyen  the  antiseptics  almost  ex- 
clusively used  are  phenol  and  the  bichloride  of  mercury, 
with  the  fluid  of  Labarraque.     Water  is  sterilised  by  boiling 

*  83,  Rue  de  Bac,  Paris. 
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under  a  pressure    of    about   125°.      The  compresses  and 
silk  are  sterilised  by  vapour  at  the  same  temperature,  and 
the  instruments  by  dry  heat  at  160®.    Catgut  is  sterilised  by 
dry  heat   by  Reverdin's   method,   then   placed   in   phenic 
alcohol   at  a  temperature   of    105**,  and   preserved  in  the 
same  fluid.      Boiling  carbolised  water  (5    per  cent)  will 
secure  the  immediate  disinfection  of  the  crin  de  Florence 
and  instruments  which   have   not    been    in  the  steriliser. 
The  operator's  hands  and  arms  are  cleansed  by  successive 
washings,  in  warm  water  and  soap,  a  sublimate  solution  of 
I  in  1,000,  and  then  a  strong  solution  of  phenol.     He  never 
employs  any  antiseptic  powder,  and  for  more  than  seven 
years  he  has  absolutely  forbidden  any  iodoform   dressing, 
being  convinced  of  its  worthlessness.      Tamponing  with 
sterilised  gauze,  soaked  or  not  with  a  solution  of  phenol, 
has  given  him  far  more  satisfactory  results  than  the  employ- 
ment of  iodoform  gauze.     He  regards  diluted  vinegar  of 
Pennte  as  amongst  the  most   useful  of  antiseptics  when 
fcetor  is  present.     For  my  own  part,  though  I  cannot  say 
that  I  have  altogether  relinquished  the  use  of  iodoform,  1 
am  less  and  less  inclined  to  believe  in  its  efficacy.    At  the 
Richatj  as  I  have  said,  it  is  still  employed,  both  in  powder 
and  dressings,  also   in  the  Berlin   Kliniks.     I   have   lately 
been  using  a  solution  of  formalin  for  vaginal  operations, 
both  in  tampons  and  for  dressings,  when  there  is  any  fcetor 
in  the  discharge.     I  also  use  a  2  per  cent,  solution  to  dip 
drainage  tubes  in  or  to  cleanse  any  sinus  with,  and  there 
can    be   no    better   immediate    dressing    to    place   over  a 
wound   than    a   narrow    strip    of    sterilised   gauze  wrung 
out    of    the    formalin    solution.      Chinosol    I    have    also 
largely  used  for    vaginal   douchings,  and  have    found  it 
excellent. 

Doyen's  antiseptic  solutions  are  prepared  in  a  special 
apartment  adjoining  the  operating  room.  He  employs  for 
this  purpose  closed  jars  of  enamelled  iron  containing  20 
litres.  Phenol  in  alcoholic  solution  is  purchased  in  2 
kilogramme  flagons,  containing  i  kilogramme  of  absolute 
phenol  dissolved  in  i  kilogramme  of  alcohol  (90°).     Into 
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one  of  these  jars,  purified  with  boiling  water,  the  contents 
of  a    litre  of  this  fluid  is    placed,    and  60  grammes    of 
powdered  borax  is  added ;  then  the  remainder  of  the  jar 
is  filled  with  boiling  water.    Thus   20  litres  of  carbolised 
solution   at   5  per  cent,  is  obtained,  the  addition    of  the 
small  quantity  of  borate  of  soda  preventing  the  rusting  of 
the  needles  and  steel  instruments  which  are  not  nickelled. 
The  sublimate  solution  he  uses  is  combined  in  its  prepara- 
tion with  tartaric  acid.    This  he  considers  renders  it  more 
stable,  and  gets  rid  of  an  inherent  precipitate  in  the  vessels 
in  which  it  is  kept.     In  the  adjoining  room  leading  into 
the   operating  room    are  the    various    heating    apparatus, 
sterilisers  (those  for  vapour  and  hot  air,  the  moist  and  dry 
stoves),  and  all  the  accessories  necessary  for  the  operations. 
I  do  not  delay  to  describe  the  complete  apparatus  which  is 
used  for  sterilisation  in  the  installation  at  the  Rue  d'lena 
or  at  Rheims.      Both  the  stoves  to  which  I  have  referred 
are  made  by  Monsieur  Lequeux,  of  the  Rue  Gay-Lussac,  64, 
The  vapour  steriliser  serves  for  the  sterilisation  of  six  bottles 
of  compresses.     It  can  also  be  used  for  the  sterilisation  of 
water  in  sufficient  quantity  for  the  washing  of  hands,  or 
for  use  in  the  course  of  operations,  the  water  being  heated 
at  the  same  time  as  the  cylindrical  boxes  of  compresses. 
Thus  the  operator  can  take  to  a  distance,  and  without  any 
danger  of  infection,  when  summoned  to  an  urgent  case, 
sufficient   sterilised    dressings  for  his    operation,  and  the 
nickel    bottles,    hermetically    closed,    can    be    heated    by 
immersion  in  boiling  water  for   a  short   time.      In   this 
stove  are  also  prepared  the  flagons  which   contain  from 
50  to   100,  or   250,  grammes  of  artificial   serum,  that   is, 
7  of  chloride  of  sodium  in  1,000  of  water.    The  serum 
is  sterilised  at   130*  and  injected  in   a  dose  of  from  50 
to  200  grammes,  as  often  as  twice  or  three  times  in  the 
day,  or  even  oftener  in  grave  cases,  subcutaneously.     By 
an  ingenious  arrangement  of  tubes  and  bottles  connected 
with    the  vapour   steriliser,   the  solutions  of  phenol  and 
sublimate    can    be    brought    perfectly    sterilised    into    the 
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operating  theatre.  In  the  dry  stove  both  the  boxes  of 
instruments,  the  serviettes,  compresses,  aprons  and  wearing 
apparel,  can  be  sterilised,  and  the  instruments  being  kept 
in  these  hermetically  closed  boxes,  they  can  be  taken 
from  place  to  place  with  the  sterilised  dressings  for  use 
in  emergency. 


Rolling  apparatus  to  stand  near  operating  Uble  for  rinsing  of  surgeon's  hands 
and  injections. 

I  refer  the  reader  to  the  "Technique  Chirurgicale"  (Doyen, 
Paris :  Masson  et  Cie.,  Editeurs,  120,  Boulevard  St  Germain), 
for  the  various  other  aseptic  appliances,  such  as  movable 
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washstands,  injection  apparatus,  porte-flacons,  as  well  as 
the  most  ingeniously  constructed  table  for  operation.  There 
also  will  be  found  the  description  of  the  apparatus  employed 
for  photography  and  radiography.  Messrs.  Flicoteaux,  83, 
Rue  du  Bac,  supply  all  these  appliances  and  accessories. 
M.  T.  Leclerc,  of  10,  Rue  Vignon,  makes  every  form  of 
sterilised  compress  and  dressing. 

I  have  thus  sketched  the  main  features  of  the  aseptic 
methods  of  these  installations.  The  one,  a  pubUc  institu- 
tion, the  other  a  private  Maison  de  sanie.  A  word  as  to 
the  operations  themselves,  and  this  applies  to  both  cliniques. 
As  little  of  the  surface  of  the  part  to  be  operated  upon 
as  is  possible  is  exposed  before  the  first  incision  is  made. 
For  example,  in  oophorectomy  or  removal  of  the  appendix 
it  is  not  necessary  to  bare  more  than  a  few  inches,  the 
needful  space  being  left  uncovered  by  placing  the  small 
aseptic  cloths,  taken  straight  from  the  steriliser,  around  the 
area  of  the  wound.  All  the  compresses  and  gauze  dressings, 
as  well  as  the  sponges,  are  in  like  manner  taken  straight 
from  the  boxes,  being  brought  into  the  operation  room 
as  they  have  been  taken  from  the  steriliser,  and  these 
compresses  and  dressings  are  alone  used  (without  any  dis- 
infectant) for  haemostasis,  tantponnefnent,  the  exclusion  of  the 
intestines,  the  protection  of  organs  and  vessels.  The  com- 
presses are  easily  caught  with  a  catch  forceps,  which  is 
thrown  over  the  edge  of  the  wound  so  as  to  facilitate 
removal.  As  to  the  substance  used  for  ligatures,  choice 
may  vary,  but  as  a  rule  fine  silk  is  used  for  the  peritoneum, 
somewhat  thicker  silk  for  the  fascia  and  muscle,  and  medium 
gut  for  suturing  the  integument.  When  the  operation  has 
been  concluded  and  haemostasis  secured,  the  entire  wound 
is  thoroughly  cleansed  with  the  sterilised  compresses,  fresh 
ones  being  used  to  absorb  any  oozing,  as  also  to  facilitate 
the  pressure  or  ligature  of  any  small  vessels  that  may  con- 
tinue to  give  trouble.  Hot  sterilised  water  is  sufficient 
should  any  irrigation  or  washing  of  the  wound  be  necessary, 
and  if  the  tampon  has  to  be  resorted  to  sterilised  gauze  is 
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employed.  Doyen  says  that  the  cHn  de  Florence  is  pre- 
ferable to  any  other  form  of  suture  for  the  skin,  on  account 
of  its  solidity  and  its  toleration  by  the  tissues. 

In  true  aseptic  operations  drainage  is  seldom  necessary, 
and  can  only  be  so  when  we  fear  bleeding  or  oozing  within 
the  wound,  or  when  we  wish  to  avoid  a  sero-sanguinolent 
collection  of  fluid.  On  the  other  hand,  drainage  becomes 
a  necessity  where  we  are  dealing  with  septic  conditions, 
and  in  those  cases  of  laparotomy  in  which  purulent  fluid 
has  been  evacuated  in  the  course  of  the  operation,  and 
again,  in  such  operations  as  vaginal  hysterectomy.  Take 
a  classical  example,  oophoro-salpingo-pan-hysterectomy  for 
double  pyosalpinx  with  adhesions.  Here,  after  completely 
clearing  the  pelvic  basin  and  thoroughly  cleansing  and 
drying  it,  sterilised  gauze,  or  sterilised  iodoform  gauze  is 
passed  through  the  vaginal  opening  into  the  vagina,  which 
is  then  shut  off  from  the  pelvic  cavity  by  sutures,  and  a 
stout  rubber  tube  is  carried  through  the  abdominal  wound, 
its  other  end  being  left  in  the  pouch  of  Douglas. 

When  an  operation  has  been  thus  completed,  no  one 
in  its  entire  conduct  having  touched  anything  used  during 
its  performance,  from  first  to  last,  whose  hands  have  not 
been  prepared  aseptically,  we  may  look  upon  it  as  a 
thoroughly  aseptic  operation.  Over  the  strip  of  sterilised 
gauze  which  covers  the  wound,  or,  if  some  prefer,  the 
iodoform  gauze,  the  best  covering  is  a  large  and  thick 
compress  of  sterilised  wool. 

From  what  I  have  said  I  think  it  is  manifest  that  with 
the  facilities  we  now  possess  of  carrying  about  with  us  in 
a  properly  constructed  bag  everj^hing  that  can  by  possi- 
bility be  required  for  an  operation  perfectly  sterilised,  if 
we  have  an  intelligent  assistant,  conversant  with  the  aseptic 
methods,  we  can  fulfil  most  of  the  conditions  that  they 
demand  of  us.  Clearing  a  room  of  all  superfluous  furni- 
ture and  draperies,  as  well  as  carpets,  selecting  the  one 
which  is  farthest  removed  from  a  lavatory,  or  other  source 
of  infection,  we  can  in  a  few  hours  disinfect  it,  and  the 
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new  Alformant  lamp  of  the  Formalin  Company  enables  us 
to  do  this  thoroughly,  without  injury  to  any  surrounding 
materials,  within  a  period  of  twelve  hours.      Perhaps  the 
most   dangerous   element   in    an    operating   room   is    the 
uneducated    or   careless   nurse.     We  are   more   likely  to 
have  to  face  this  risk  in  the  private  house  than  elsewhere. 
Infection  from  hands,  clothes,  incautious  handling  of  the 
patient    or   of   soiled  clothing,  infectious  wounds  of  the 
fingers,  the  presence  of  a  cold  in  the  head   necessitating 
the  use  of  handkerchiefs,  are  all  loopholes  for  the  admission 
of   contamination.      It  is  better  always  to  make  the  most 
careful  selection  of  the  nurse  or  nurses  who  directly  assist, 
and  never  to  permit  any  of  these  to  prepare  the  patient,  or 
take  part  in  placing  her  on  the  table,  unless  there  has  been 
the  most  rigorous  subsequent  disinfection  secured  before 
any  instruments  or  appliances  are  handled.    As  to  a  private 
"  home,"  a  room  with  a  suitable  light  can  be  properly  con- 
verted into  an   operation  room,  and  kept  solely  for  this 
purpose,   at  a   comparatively   moderate    cost.      I    include 
in   this  the   preparation   of  the  walls  and  ceiling,  special 
floorcloth,   vapour    and   dry  air  sterilisers,  nickel    bottles 
for  dressings,  compresses,    &c.,    copper   boiler  for   water, 
Chamberland's    filter,    rolling    washstands    with    jars    for 
antiseptic  fluid,  suitable  operating  table,  electric  operating 
lamp,  and  other  necessary  fittings.    A  beautiful  new  "  lac- 
quered paint "  is  prepared  by  Messrs.  Flicoteaux,  which  gives 
a  porcelain  surface,  and  is  capable  of  being  scratched  with- 
out detriment ;  thoroughly  aseptic.     All  walls  and  shelves 
should  be  prepared  with  this.    Without  such  a  room  no 
surgical    home  is   really  complete,  and   there   should    be 
in  all  such   one  person  thoroughly  conversant  with   the 
manner  of  preparing  the  various  dressings  and  sponges, 
as  well  as  both  processes  of  sterilisation.     I  hope  to  refer 
at  another  time  to  some  of  the  more  recent  and  important 
improvements  in  the  details  of  his  methods  in  abdominal 
surgery,  as  practised  by  Dr.  Doyen. 
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CLINICAL  CASES. 

Inversion  of  the  Uterus. 

By  W.  A.  Mackay,  F.R.C.S.  &  M.D.Edin. 

Fellow  of  the  British  Gynecological  Society;  Corresponding  Fellow 

of  the  Academy  of  Medicine  and  Surgery  of  Spain;  Consulting 

Surgeon  to  the  Rio  Tinto  Company  in  Huelva. 

Inversion  of  the  uterus  too  hastily  considered  appears 
to  present  a  purely  mechanical  problem.  I  venture  to 
chronicle  the  following  case,  as  it  illustrates  those  vital 
conditions  which  lie  behind  the  mechanism  : — 

Mrs.  S.,  aged  23,  has  been  manied  for  four  years.  One 
year  after  marriage  she  was  delivered  of  twins,  of  which 
one  was  born  dead,  and  the  other  died  within  half  an  hour. 
On  this  occasion  there  was  much  trouble  with  the  placenta. 
It  did  not  come  away,  and  the  doctor  failing  to  remove 
it  gave  an  injection  of  ergotine,  which  stopped  the  bleeding 
but  did  not  effect  the  expulsion  of  the  placenta.  The  patient 
then  began  to  have  daily  rises  of  temperature,  which  grad- 
ually increased  till  high  fever  supervened.  On  the  sixth 
day  after  labour  the  placenta  came  away  in  a  terribly  foetid 
condition.  Convalescence  was  slow ;  but  two  months  after 
the  labour  menstruation  again  took  place,  and  the  patient 
was  by  that  time  quite  recovered. 

She  enjoyed  good  health  till  her  second  labour,  which 
occurred  in  March,  1896.  This  labour  was  apparently 
normal  and  easy.  A  healthy  boy  was  born,  and  five  minutes 
later  the  placenta  came  away  quite  spontaneously.  The 
patient,  however,  did  not  feel  that  all  was  right.  The 
midwife  then  made  an  examination  and  immediately  re- 
marked that  there  was  more  to   come   away,  and  telling 
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the  patient  to  bear  down  she  began  to  pull  on  the  mass 
in  the  vagina.  Quickly  recognising  her  mistake,  the  mid- 
wife then  sent  for  a  doctor,  but  he  failed  to  reduce  the 
inversion.  After  this  many  attempts  at  reduction  were 
made  and  failed. 

For  three  months  the  patient  was  confined  to  bed, 
bleeding  off  and  on  all  the  time  and  suffering  from  occa- 
sional attacks  of  fever. 

In  the  month  of  June  she  came  to  Huelva,  when  I 
saw  her  for  the  first  time.  She  was  absolutely  blanched 
and  did  not  appear  to  have  any  more  blood  to  lose,  yet 
there  was  a  constant  bloody  oozing  from  the  uterus.  The 
condition  found  on  vaginal  examination  greatly  resembled 
a  large  polypus  protruding  through  the  os. 

In  the  above  account  of  this  case  we  note  twins  and 
retained  placenta  in  the  first  labour,  the  second  labour 
easy,  the  placenta  expelled  spontaneously,  but  apparently 
taking  the  fundus  down  along  with  it.  Both  the  patient 
and  her  husband  (who  was  present  at  the  labour)  are 
emphatic  in  their  statement  that  no  traction  was  made 
on  the  cord. 

It  may  be  in  this  labour,  as  in  the  first,  that  the  placenta 
was  unduly  adherent  and  so  brought  down  the  fundus 
before  it  separated. 

Treatment  was  begun  very  mechanically  by  asking  a 
carpenter  to  make  three  sizes  of  Mr.  Tait's  repositors  out 
of  the  hardest  wood  he  could  find.  Meanwhile  the  vagina 
was  washed  out.  This  was  a  mistake,  it  increased  the 
bleeding  in  a  patient  already  bloodless.  I  soon  found  out 
that  nature  is  grateful  for  the  smallest  assistance  towards 
a  normal  condition.  The  vagina  should  be  immediately 
p>acked  with  iodoform  gauze  in  such  a  way  as  to  reduce 
the  inversion  even  by  a  little  bit.  When  this  was  done 
bleeding  ceased  at  once  and  the  patient  felt  better. 

Next  day  the  first  cup  repositor  was  applied — much 
improvement  took  place  in  twenty-four  hours;  but  the 
wood  was  not  impervious  to  fluid,  and  sepsis  with  fever 
began.     I  had  to  desist. 
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On  washing  out  the  vagina  and  leaving  the  uterus  with- 
out support  bleeding  at  once  came  on  again.  The  patient, 
whose  pulse  was  135,  would  probably  have  sunk  at  this 
point,  but  for  the  effect  produced  by  packing  with  iodoform 
gauze.  I  now  wired  to  Paris  for  cup  repositors.  My  young 
doctor  friend  there  went  to  all  the  principal  instrument 
makers.  He  could  only  find  one  repositor,  about  the  size 
of  Mr.  Tait's  largest,  and  with  a  stalk  made  in  two  pieces, 
so  that  by  screwing  up  and  down  you  could  lengthen  or 
shorten  the  stem.  I  cannot  conceive  that  this  instrument 
could  ever  effect  reduction,  as  the  pressure  of  the  end  of 
the  stem  on  the  posterior  wall  of  the  vagina,  however  well 
guarded,  soon  becomes  painful.  I  therefore  applied  elastic 
pressure  after  Tait's  method  to  the  stem  of  the  French 
instrument,  and  then  packed  all  round  with  iodoform  gauze. 

The  patient  now  began  to  improve,  and  after  forty-eight 
hours  of  considerable  pressure  the  fundus  was  getting  inside 
the  OS.  At  the  end  of  seventy- two  hours  the  reduction  was 
almost  effected. 

A  smaller  cup  should  now  have  been  introduced,  but  I 
had  none,  and  everything  I  tried  slipped  off  the  fundus.  1 
therefore  left  the  large  cup  acting.  That  night  I  had  to  go 
out  of  town  and  did  not  again  see  the  patient  for  eighteen 
hours.  When  I  called  the  next  day  the  inversion  was  com- 
pletely reduced,  but  the  large  cup  was  inside  the  womb, 
with  the  OS  and  the  cervix  tightly  contracted  on  the  stem. 
I  told  the  patient  that  our  labours  had  been  crowned  with 
success.  She  was  glad  to  be  rid  of  the  elastic  pressure, 
and  simply  asked  if  the  instrument  would  soon  be  re- 
moved. I  replied  somewhat  evasively  that  that  depended 
a  good  deal  on  the  condition  of  affairs. 

I  then  retired  to  consider  the  problem,  which  will  only 
appear  simple  to  those  who  are  not  acquainted  with  the 
contractile  power  of  the  cervix.  Various  experiments  sug- 
gested themselves,  including  lithotrites  and  bone  forceps. 
All  were  rejected. 

An  hour  later  I  returned  to  the  house  of  the  patient 
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with  chloroform,  and  accompanied  by  my  friend  Dr.  R.  J. 
Marshall,  of  Rio  Tinto,  who  happened  to  be  in  Huelva. 
He  gave  chloroform  very  carefully  to  the  patient,  who  was 
in  an  extremely  exhausted  condition. 

Under  complete  anaesthesia  I  could  not  get  the  tip  of  a 
finger  inside  the  os  along  the  stem.  After  trying  forcible 
dilatation  for  nearly  an  hour,  and  pulling  on  the  stem  of  the 
instrument,  to  which  a  strong  cord  was  attached,  with  more 
force  than  I  have  ever  put  on  the  forceps  in  a  difficult 
labour,  I  failed  signally  to  extract  the  cup. 

The  patient's  surroundings,  in  a  very  poor  house,  were 
bad.  Her  condition  was  extremely  critical.  I  feared,  there- 
fore, to  try  any  form  of  gradual  dilatation,  even  if  such 
could  have  been  applied.  I  therefore  split  up  the  posterior 
lip  of  the  cervix  in  its  entire  extent,  and  then  with  some 
force  the  cup  was  delivered.  Convalescence  was  very  pro- 
tracted. For  a  week  the  uterus  had  to  be  washed  out  daily, 
and  discharged  a  considerable  quantity  of  pus  at  each 
washing.  Menstruation  continued  to  be  irregular  and 
abundant  till  July  of  this  year.  I  saw  the  patient  lately,  she 
is  no^v  in  perfect  health.  It  may  be  suggestive  to  note  that 
the  patient  has  an  extra  digit  attached  to  the  base  of  the 
little  finger  of  the  left  hand. 

Not  many  years  ago  a  Professor  in  a  British  university 
told  his  class  that  he  had,  early  in  his  career,  amputated  an 
inverted  uterus,  mistaking  it  for  a  large  polypus.  Now, 
however,  we  find  this  treatment  actually  recommended 
on  the  slightest  pretext ;  while  from  America  comes  the 
extremely  simple  suggestion  to  open  the  abdomen,  put  a 
cork-screw  through  the  fundus  and  pull  it  up.  This 
triumph  of  mechanical  genius  has  only  one  drawback :  it 
must  inevitably  fail.  After  our  experience  in  the  extraction 
of  the  cup  repositor,  we  are  surely  justified  in  recommend- 
ing that  no  one  should  open  the  abdomen  in  the  hope  of 
getting  the  fundus  through  the  contracted  cervix. 

We  owe  to  the  genius  of  Mr.  Lawson  Tait  the  idea  of 
gradual    elastic    pressure,   which    exactly   imitates   nature's 
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method  of  dilating  the  cervix.  Some  of  our  American 
brethren  have  lately  forgotten  the  maxim,  "  Never  to  dispel 
the  illusions  that  make  people  happy." 

We  used  to  imagine  that  recent  advances  in  pelvic 
surgery  were  mostly  British.  But  writing  here  in  Spain 
within  sight  of  Palos  and  the  Rabida,  we  admit  that  we  are 
apt  to  be  antiquated  in  our  notions  ;  and  yet,  with  a  recent 
French  writer,  we  find  ourselves  exclaiming,  "  We  believe  in 
the  eternity  of  illusion." 


Cases  of  Ectopic  Gestation  treated  by  Abdominal 
Section,  {a)  Ectopic  Gestation  twice  in  the 
SAME  Patient  within  seven  months.  (6)  Unrup- 
tured Tubal  Gestation,  (c)  Ruptured  Tubal 
Gestation,    {d)  Tubal  Mole. 

By  Ralph  Worrall,  M.D.,  Ch.M.,  Q.U.L 
Hon,  Surgeon  to  the  Department  for  IVomen  at  the  Sydney  Hospital, 

I  HAVE  been  able  to  find  recorded  but  two  cases  of  re- 
peated ectopic  gestation  in  the  same  patient,  and  in  both 
these  the  condition  recurred  only  after  the  lapse  of  several 
years,  whereas  in  that  which  I  now  describe  but  seven 
months  elapsed  before  the  patient's  life  was  again  im- 
perilled by  the  same  terrible  accident. 

(a)  Ectopic  Gestation  twice  in  the  same  Patient 
within  seven  months. 

C.  C.  (multipara)  was  admitted  into  the  Sydney  Hospital 
on  January  5,  1896. 

The  previous  history  was  that  she  had  missed  the 
menstrual  period  due  about  Christmas,  and  that  the  pre- 
vious period  had  been  unusually  scanty.  She  thought  her- 
self pregnant.  For  three  weeks  past  she  had  noticed  a 
lump  falling  about  in  the  lower  abdomen,  especially  on 
stooping.    On  January  i  she  slipped  slightly,  and  imme- 
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diately  severe  pain  set  in  in  the  right  inguinal  region.  She 
felt  very  ill  and  faint,  and  was  put  to  bed  by  friends.  On 
the  3rd,  feeling  better,  she  got  up  and  began  to  do  a  little 
work  about  the  house,  when  sudden  agonising  pain  began, 
so  great  that  she  could  scarcely  stagger  back  to  bed.  She 
fainted  several  times,  and  it  was  noticed  how  cold  she 
had  become.  There  was  slight  haemorrhage  from  the 
uterus.  She  vomited  two  or  three  times,  and  had  not  been 
able  to  get  the  bowels  to  move  or  pass  flatus  since  the 
first  attack  of  pain.  The  following  was  her  condition  on 
admission  : — Blanched,  anxious-looking ;  tongue  dry  and 
furred;  abdomen  greatly  distended,  tender  all  over,  and 
very  tender  in  right  inguinal  region,  where  a  small  nodule 
is  felt,  slightly  movable ;  uterus  is  in  normal  position, 
slightly  enlarged,  fixed,  not  apparently  connected  with  above 
nodule ;  os  uteri  patulous,  but  no  sanious  discharge  now  ; 
slight  irregular  matting  all  over  vaginal  vault,  which  is  con- 
siderably tender  but  not  depressed. . 

Abdominal  section  was  performed  three  days  after  second 
attack  of  pain  and  collapse.  Median  incision.  Parietes 
very  vascular.  Peritoneum  dark  ;  on  opening  it  many  pints 
of  dark  fluid  blood  gushed  out.  The  right  broad  ligament 
was  moderately  distended.  On  its  posterior  surface  was  a 
ragged  opening,  the  size  of  a  large  half-crown,  which  was 
blocked  with  a  firm  clot.  The  intestines  were  greatly  dis- 
tended, intensely  congested,  and  roughened  with  lymph.  The 
Fallopian  tube  was  not  markedly  distended.  The  ovarian 
artery  in  the  outer  border  of  broad  ligament  was  quickly  tied, 
and  another  ligature  placed  close  to  the  uterine  cornu.  The 
rugged  portion  of  broad  ligament  was  then  cut  away  and 
the  ligament  sutured  from  pelvic  brim  to  uterus.  Even 
then  the  haemorrhage  was  imperfectly  controlled ;  so  after 
flushing  with  saline  solution,  a  gauze  roll  was  placed  on 
line  of  suture  in  ligament,  and  a  glass  drainage-tube  in 
Douglas'  pouch.  The  latter  was  removed  in  twenty-four 
hours  and  the  former  on  the  third  day.  The  patient  made 
a  very  easy  recovery. 
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The  probable  sequence  of  events  and  cause  of  the  haemor- 
rhage was  a  primary  rupture  of  the  tube  downwards  between 
layers  of  broad  ligament,  the  haemorrhage  thus  being  extra- 
peritoneal and  limited  by  the  tension  of  these  serous  folds. 
Then,  in  consequence  of  the  patient  resuming  her  household 
duties,  a  fresh  haemorrhage  occurred,  under  the  pressure 
of  which  there  was  a  secondary  rupture  of  the  broad  liga- 
ment into  the  general  cavity  of  the  peritoneum,  the  bleeding 
then  being  intra-peritoneal  and  unlimited. 

On  August  20  of  that  same  year  I  was  again  sent 
for  by  this  patient  and  was  given  the  following  history: 
— She  had  remained  quite  well  since  leaving  the  hospital 
until  August  I,  when  she  missed  the  period  due  on  that 
date,  and  the  following  day  was  attacked  by  violent  pain 
in  the  lower  abdomen  with  slight  collapse.  She  remained 
in  bed  for  a  day  or  two,  but  saw  no  physician.  A  week 
later  a  red  vaginal  discharge  appeared,  and  continued  up 
to  the  time  of  my  visit.  She  noticed  no  pieces  of  mem- 
brane. 

On  the  17th  there  was  a  second  attack  of  severe  pain 
after  exertion,  and  again  slight  collapse,  from  which  she 
recovered  next  day  and  went  about  as  usual,  although 
feeling  far  from  well. 

On  the  20th,  just  before  my  visit,  after  a  hearty  tea,  she 
was  seized  with  a  third  and  most  severe  attack  of  pain,  which 
she  described  as  "  agonising."  On  my  arrival  I  found  her 
vomiting ;  blanched ;  pulse  60,  very  soft  and  compressible ; 
temperature  sub-normal ;  respirations  sighing ;  voice  weak. 

The  pain  was  most  marked  in  the  epigastric  region, 
although  it  had  begun  in  the  pelvis,  where  the  tenderness 
was  greatest.    There  was  considerable  abdominal  distension. 

Per  Vaginam. — Owing  to  the  condition  of  the  patient  1 
could  examine  only  imperfectly,  but  made  out  a  tender 
fulness  in  left  anterior  fornix  and  left  Fallopian. 

She  was  admitted  into  the  Sydney  Hospital,  and  abdo- 
minal section  performed  next  morning.  The  intestine  was 
firmly  adherent  to  the  parietes  beneath  the  old  cicatrix.    On 
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opening  the  peritoneum  a  large  quantity  of  dark  fluid  and 
clotted  blood  escaped.  The  source  of  the  haemorrhage  was 
found  to  be  the  left  tube,  which,  although  unruptured,  was 
considerably  dilated,  and  held  entangled  in  the  fimbriae  of 
its  abdominal  ostium  a  tubal  mole. 

The  abdominal  cavity  was  thoroughly  flushed  in  all 
parts  with  saline  solution  and  a  drainage-tube  inserted. 

The  patient  made  an  uneventful  recovery. 

(6)  Unruptured  Tubal  Pregnancy — Removed  by 
Abdominal  Section  on  February  27,  1897. 

A.  M.,  aged  28,  multipara ;  last  pregnancy  five  years 
ago ;  menses  on  continuously  since  last  November,  previous 
to  which  the  flow  had  been  regular  and  normal ;  always 
ailing;  much  abdominal  pain.  Patient  being  mentally 
deficient,  the  history  was  obtained  with  difficulty  and 
imperfectly. 

Physical  signs. — The  uterus  was  retro-displaced  to  the 
right,  and  fixed ;  on  the  left  was  a  mass  the  size  of  an 
orange,  cystic,  tender,  and  considerably  but  not  entirely 
fixed ;  vaginal  vault  generally  matted  and  tender.  With 
these  signs  a  diagnosis  was  made  of  small  dermoid  cyst 
with  twisted  pedicle.  On  opening  the  abdomen  the  cyst 
was  found  to  be  closely  adherent  to  the  omentum  and  large 
intestine.  These  having  been  tied  off  and  separated,  the 
pedicle  was  ligatured  and  the  cyst  removed.  A  glass 
drainage-tube  was  inserted. 

On  section  of  the  cyst  at  the  close  of  operation,  it  was 
found  to  be  the  left  Fallopian  tube  with  greatly  thickened 
walls,  containing  foetus  of  about  one  month,  free  from  any 
sign  of  decomposition,  in  its  unruptured  bag  of  membranes, 
with  clear  liq.  amnii.  The  broad  ligament  was  folded  over 
the  tube,  but  the  latter  was  absolutely  intact  and  free  from 
any  sign  of  rupture.  The  great  hypertrophy  of  the  wall  is 
certainly  very  remarkable,  all  writers  agreeing  that  the  wall 
of  a  gravid  tube  rapidly  thins,  and  thus  speedy  rupture  is 
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brought  about.  The  uterus  was  normal,  so  that  cornual 
pregnancy  may  be  excluded. 

It  is  to  be  regretted  that  a  clearer  history  was  not 
obtainable. 

The  patient  made  a  good  recovery. 

(c)  Ruptured  Tubal  Pregnancy. 

Ida  T.,  admitted  into  Sydney  Hospital  on  March  i,  1897. 

History.  —  Menstruation  had  been  quite  regular  up  to 
February  26,  when  she  missed  the  period  due  on  that  date. 
Six  days  afterwards,  during  coition,  she  was  attacked  with 
agonising  pain  in  the  pelvis,  which  recurred  in  paroxysms 
up  to  date  of  admission,  accompanied  with  much  vomiting. 
There  was  no  discharge  of  blood  or  membrane. 

She  considered  herself  pregnant. 

Condition  on  admission. — Pale  ;  pulse  116,  weak  and 
compressible ;  temperature  ioo*6° ;  lower  half  of  abdomen 
slightly  distended,  resistant,  very  tender. 

Per  vaginam. — Vaginal  vault  boggy  and  tender,  but  not 
depressed. 

On  opening  the  abdomen  fluid  and  clotted  blood  in 
large  quantity  escaped.  The  haemorrhage  was  found  to  be 
due  to  rupture  of  the  right  tube  close  to  the  uterus,  so  close, 
indeed,  that  the  ligature  had  to  be  placed  around  uterine 
cornu.  The  peritoneal  cavity  was  flushed  with  saline 
solution  and  a  drainage-tube  inserted. 

The  patient  recovered. 

On  examination  of  the  specimen  the  tube  is  seen  to  be 
scarcely  at  all  enlarged,  except  at  the  point  of  ruptiu*e  close 
to  uterine  end  ;  the  abdominal  ostium  is  closed,  contrary  to 
what  one  usually  sees  at  so  early  a  stage  of  pregnancy,  and 
especially  where  the  ovum  is  situated  at  the  other  extremity 
of  the  tube. 

{d)  Ectopic  Gestation.    Tubal  Mole. 

M.  T.  came  to  out-patient  department  on  April  21,  1897, 
complaining  of  abdominal   pains  and  general  malaise.    A 
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month  before,  her  period  then  being  two  weeks  overdue, 
she  was  seized  with  sudden  severe  pain  in  the  lower 
abdomen,  followed  by  faintness  and  vomiting.  A  similar 
but  worse  attack  occurred  a  week  after  the  first.  In  the 
interval  and  since  the  pains  had  been  moderate.  There  was 
a  discharge  of  blood  and  shreds  of  membrane  during  and 
after  the  first  attack  of  pain. 

On  examination  her  condition  was  as  follows  : — ^Appear- 
ance markedly  anaemic ;  an  irregular  tender  lump  was 
detected  in  the  left  inguinal  region,  and  per  vaginam  the 
vaginal  vault  was  irregular,  hard,  moderately  tender,  but  not 
at  all  depressed.  There  was  no  increased  pulsation  of 
uterine  arteries.  The  os  was  closed ;  the  uterus  very 
slightly  increased  in  size. 

On  opening  the  abdomen  the  lump  proved  to  be  the 
Fallopian  tube  firmly  adherent  to  omentum  and  sigmoid 
flexure.  The  pelvis  contained  about  half  a  pint  of  old  clot, 
shut  in  by  adherent  viscera. 

The  abdomen  was  flushed  with  hot  saline  solution  and 
a  glass  drainage-tube  inserted. 

Subsequent  examination  of  the  specimen  showed  the 
tube  to  be  greatly  enlarged  but  not  ruptured,  with  widely- 
open  ostium,  into  which  the  forefinger  could  be  easily 
passed.  On  section  the  contents  were  seen  to  be  laminated 
blood-clot  with  grey  streaks.  Micrx)scopically  Dr.  Jamieson 
reports  the  presence  of  chorionic  villi. 

The  patient  made  an  easy  recovery. 

These  cases  make  twelve  in  which  I  have  done  ab- 
dominal section  for  ectopic  gestation.  There  was  one 
death,  and  in  this  suppuration  had  occurred  in  the  sac  a 
considerable  time  prior  to  operation.  It  is  a  remarkable 
fact  that  of  these  eleven  cases  two  were  instances  of  tubal 
abortion,  a  condition  which  was  unknown  before  Bland 
Sutton  called  attention  to  it  three  or  four  years  ago. 

Haemorrhage  and  discharge  of  pieces  of  membrane 
being  symptoms  common  to  both  ruptured  ectopic  gesta- 
tion and  abprtion  of  an  early  uterine  pregnancy,  it  is  of 
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great  importance  to  clearly  distinguish  between  conditions 
requiring  treatment  so  different. 

Bland  Sutton  suggests  that  a  microscopic  examination 
be  made  of  the  dihris  in  the  vaginal  discharge,  and  if 
chorionic  villi  should  be  found  this  is  decisive  evidence  that 
the  pregnancy  has  been  uterine.  But  this  test,  although  an 
excellent  one,  is  not  always  practicable,  and  I  have  been 
accustomed  to  rely  upon  the  history  of  the  case,  the  general 
condition  of  the  patient,  and  the  size  of  the  uterus  as 
ascertained  by  bi-manual  examination. 

The  gravity  of  the  symptoms  in  ruptured  tubal  preg- 
nancy will  be  out  of  all  proportion  to  the  amount  of  blood 
lost  per  vaginam,  and  there  will  be  also  a  tenderness  of  the 
abdomen  not  seen  in  ordinary  abortion  until  after  the  lapse 
of  several  days,  when,  perhaps,  septic  peritonitis  may  have 
occurred. 

Then,  while  the  uterus  is  usually  slightly  enlarged  in 
ectopic  gestation,  it  is  not  anything  like  the  size  of  a  gravid 
uterus  which  has  just  expelled,  or  is  about  to  expel,  its 
contents. 

A  careful  consideration  of  these  points  will  prevent  error. 

With  reference  to  the  presence  or  absence  of  a  lump  in 
the  pelvis  in  ruptured  tubal  pregnancy — z  subject  to  which  1 
have  referred  in  a  previous  paper — I  can  only  say  again  that 
in  the  worst  cases  there  is  no  lump  whatever,  merely  a  slight 
bogginess  of  the  vaginal  vault.  The  blood  being  poured 
out  into  the  general  cavity  of  the  peritoneum  there  is 
nothing  to  limit  it,  and  consequently  it  cannot  be  defined  as 
a  circumscribed  collection  ;  but  when  there  has  been  pre- 
existing inflammatory  trouble  in  the  pelvis,  or  when  from 
any  other  cause,  such  as  minute  size  of  the  rupture  in  the 
tube  or  blocking  of  such  aperture  by  a  clot,  the  blood  is 
poured  out  more  slowly,  allowing  adhesions  to  form  and 
matting  together  of  viscera,  then  the  vaginal  vault  will  be 
fixed,  hard,  irregular,  nodular ;  in  fact,  the  signs  of  peri- 
metritis will  be  present. 

Again,  should  the  rupture  be  downwards   (extra-peri- 
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toneal),  between  the  layers  of  the  broad  ligament,  there  then 
will  be  a  large  mass  blocking  the  pelvis,  pushing  up  and  to 
one  side  the  uterus  and  depressing  the  vaginal  vault ;  but 
the  general  condition  under  such  circumstances  will  be 
much  less  grave,  and  there  should  be,  as  a  rule,  no  difficulty 
in  separating  such  cases  from  the  very  different  class  which 
forms  the  subject  of  this  paper.  It  is  of  great  importance 
that  such  distinction  should  he  made^  because  while  in  the 
treatment  of  ^^/m-peritoneal  rupture  nothing  further  than 
rest  and  opium  will  probably  be  required,  m/ra-peritoneal 
rupture  calls  for  immediate  abdominal  section. 

It  is  a  debated  question  whether,  in  abdominal  section 
for  intra-peritoneal  haemorrhage,  the  cavity  should  be 
flushed  with  saline  solution  and  drained.  I  had  no  reason 
to  regret  having  practised  both  these  proceedings  in  my 
cases,  and  consider  flushing  will  remove  the  blood  and  clot 
more  rapidly  with  less  injury  to  the  serous  membrane  and 
less  exposure  than  sponging.  It  also,  by  the  absorptive 
power  of  the  peritoneum,  restores  to  the  systemic  circula- 
tion a  quantity  of  much  needed  fluid. 
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REVIEW'S. 

A  Manual  of  Obstetric  Practice  for  Students  ani> 
Practitioners.  By  Prof.  A.  Duhrssen,  M.D.  Trans- 
lated and  edited  by  J.  W.  Taylor,  F.R.C.S.,  and 
Frederick  Edge,  M.D.,  F.R.C.S.    H.  K.  Lewis. 

Messrs.  Taylor  and  Edge  have  brought  out  Prof. 
Duhrssen's  "  Manual  of  Obstetric  Practice  "  in  a  similar  form 
to  that  in  which  they  presented  the  English  medical  world 
with  his  "  Manual  of  Gynaecological  Practice." 

We  were  able  to  speak  in  strong  appreciation  of  the 
latter  some  time  since,  and  are  grateful  to  the  translators  for 
now  introducing  us  to  so  extremely  practical  and  clearly 
written  a  book.  That  it  has  met  with  a  most  favourable 
reception  in  Germany  is  evident  from  the  fact  that  it  has  in 
the  course  of  six  years  reached  a  sixth  edition.  This  last^ 
which  is  now  before  us,  has  been  revised  and  enlarged  by 
the  addition  of  a  chapter  on  Vaginal  Caesarean  Section, 

Whether  in  a  manual  like  this,  which  is  intended  by  the 
author  as  "  a  guide  to  students  and  a  compressed  reference 
book  for  the  practitioner,"  such  a  chapter  is  advisable,  is  a 
matter  of  opinion.  Personally  we  were  interested  in  reading 
the  description  of  an  operation  that  we  have  never  per- 
formed, but  seeing  that  the  indications  for  it  must  be  very 
rarely  met  with,  we  should  have  liked  a  more  lengthy 
account  of  them  than  the  scope  of  such  a  book  could 
afford. 

After  a  short  anatomical  introduction,  the  Physiology  of 
Pregnancy  and  Labour,  the  Various  Presentations,  and  the 
Physiology  of  the  Lying-in  Period,  are  dealt  with  in  succes- 
sion.    Each  page  is  very  full  of  facts  and  details.     Indeed, 
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compression  is  carried  to  such  an  extent  that  this  division  of 
the  book  only  occupies  some  ninety  odd  small  pages.  Prof. 
Duhrssen  is  very  emphatic  about  asepsis  and  antisepsis,  and 
gives  most  careful  and  detailed  instruction  (well  worthy  of 
careful  perusal  by  the  student  and  many  practitioners)  as  to 
the  disinfection  of  the  accoucheur,  the  instruments,  and  the 
patient.  He  evidently  himself  favours  a  i  per  cent,  solution 
of  lysol  as  an  antiseptic  in  midwifery,  indeed,  he  only  sug- 
gests one  other,  viz.,  a  3  per  cent,  solution  of  carbolic  acid, 
and  merely  once  refers  to  corrosive  sublimate. 

In  order  to  preserve  the  perinaeum  he  recommends  that 
after  the  patient  is  put  on  her  side  and  told  to  breathe  in 
and  out  rapidly,  the  accoucheur's  hand,  carried  from  the 
abdomen  between  the  thighs,  be  placed  on  the  advancing 
head  and  used  to  repress  it  during  the  pains,  while  the  index 
finger  and  thumb  of  the  other  hand  is  placed  near  the 
posterior  commissure  of  the  labia,  and  by  dragging  in  the 
side  tissues  of  the  perinaeum  concentrically  the  commissure 
should  be  relaxed,  or  that  the  "  Ritgen "  manipulation  of 
Olshausen  be  tried,  in  which  the  forehead  and  then  the  face 
is  expressed  by  means  of  two  fingers  in  the  rectum. 

Should,  however,  the  perinaeum  become  "whitish," 
immediate  incisions  1-3  centimetres  in  length  in  the  lateral 
portions  of  the  commissure  are  held  to  be  necessary.  Prof. 
Duhrssen  considers  that  expression  of  the  placenta  by  Credo's 
manipulation  should  not  be  performed  from  half  an  hour 
to  one  hour  after  birth  during  a  pain.  He  is  very  emphatic 
in  advocating  that  all  lacerations,  whether  of  clitoris,  vagina, 
or  perinaeum,  of  more  than  one  centimetre  in  length  should 
be  immediately  sutured  with  sterilised  silk  or  silkworm 
gut. 

In  the  management  of  the  third  and  fourth  head  posi- 
tions it  is  advised  that  "  the  patient  should  be  laid  on  that 
side  on  which  the  part  lies  which  we  wish  to  bring  down." 
This  involves  of  course  not  only  changes  in  the  position 
of  the  patient,  but  ambidextrous  skill  on  the  part  of  the 
accoucheur,  and  this  unfortunately  all  do  not  possess. 


j-^a 


When  discnsain^  rfte  ccnsSxioa  of  tbe  modier  in  the 
lying-in  atace  asd  die  qae^ioa  of  milk-fever,  the  aitffaor 
raaxntains  tiiat  '^aZ  ek^stioas  of  tempenitare  over  38*  C. 
'  ioor4'  F, .  ihould  be  Lcoked  apoa  as  signs  of  disease." 

Lying  on  die  sade  s  forbcdien  dnriog  die  first  few  days 
to  prevent  die  possibility  oi  air  entering  die  atems.  Local 
treatment,  after  emptying  die  bbvicier,  is  limited  to  sponging 
down  the  extemsd  genitals  widi  ^i  per  cent,  solution  of 
lysd  at  least  twice  2  day,  and  2  pad  of  salicylic  wool  applied. 
Ctcrine  irrigation  is  held  to  be  saperfinoos  in  every  case 
where  strict  antisepsis  has  been  carried  out,  but  is  employed 
whenever  there  is  any  doobt. 

Increase  of  the  poise  alone  dorii^  the  paerperiom,  with- 
otft  corre^x>nding  rise  in  tempaatme^  the  ProfesscM-  thinks 
to  be  indicative  of  dirombosis. 

The  pathology  of  pregnancy  occnpies  the  greater  part 
of  the  volume  and  is  very  carefuSy  and  concisely  described. 
Duhrssen  holds  the  same  vievrs  as  ^i^elberg,  Cohnheim 
and  Osthoff,  as  to  the  pathological  condition  miderlying 
the  '*  kidneys  of  pr^nancy,"  viz^  that  spasm  of  the  renal 
arteries,  produced  reflexly  by  irritation  of  the  sensory  nerves 
of  the  genital  tract,  is  the  cause,  and  that  we  have  not  a 
true  nephritis  to  deal  with. 

When  touching  on  extra-uterine  pn^nancy  three  d^rees 
are  spoken  of — tubal,  ovarian  and  abdominal ;  ^'  the  first  is 
by  far  the  most  common  ;  no  fully  proved  instance  of 
primary  abdominal  pregnancy  is  so  far  known,  and  only  a 
few  ovarian  cases  have  been  found."  Whether  those  few 
cases  were  genuine  would  be  a  matter  of  doubt  to  some 
minds. 

A  few  pages  are  devoted  to  a  very  practical  description 
of  the  mechanism  of  the  separation  and  expulsion  of  the 
ovum  in  abortion.  When  the  abortion  cannot  be  stopped, 
to  secure  complete  expulsion  of  all  the  parts  of  the  ovum 
tamponading  the  utero-vaginal  canal  is  strongly  recom- 
mended, with  the  usual  strict  antiseptic  injunctions. 

Diihrssen  speaks  favourably  of  the  benefit  to  be  derived 
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from  Walcher's  position  in  cases  of  generally  contracted 
pelves,  and  of  symphysiotomy  for  flattened  pelves,  he  says, 
"Whether  symphysiotomy,  which  has  recently  celebrated 
its  rebirth,  will  be  able  to  keep  its  place  in  obstetric  opera- 
lions  and  to  limit  the  indications  for  Caesarean  section, 
perforation  and  induced  premature  labour,  is  yet  an  open 
question  which  must  be  determined  by  further  experience." 

The  kolpeurynter  in  the  author's  hands  is  a  favoured 
means  for  dilating  the  cervix  in  those  cases  where,  as  in 
eclampsia,  delivery  must  be  hurriedly  completed. 

A  chapter  on  puerperal  fever,  which  is  regarded  as  a 
preventable  disease,  closes  the  pathological  part,  and  the 
remaining  sixty  pages  are  devoted  to  obstetric  instruments 
and  operations  for  which  chloroform  is  recommended,  and 
its  method  of  administration  fully  described. 

We  are  not  aware  that  we  have  come  across  any  writer 
who  has  been  able  to  condense  so  much  valuable  informa- 
tion and  so  many  facts  into  such  a  limited  compass  without 
seriously  imperilling  the  value  of  his  work.  This  manual 
of  Prof.  Duhrssen  may  be  read  with  much  interest  and 
benefit  by  all,  and  many  of  us  will  hope  that  it  may  be 
the  precursor  of  a  more  elaborate  work  from  the  same  pen, 
and  edited  by  the  same  capable  translators. 

Lawson  Tait's  Perineal  Operations  and  an  Essay  on 
Curettage  of  the  Uterus.  By  W.  J.  Stewart 
McKay,  M.B.,  M.Ch.,  B.Sc    Baillifere,  Tindall  &  Cox. 

This  small  volume  is  composed  of  one  chapter  on  each 
of  the  subjects  mentioned  in  the  title,  with  a  preface  by 
Mr.  Lawson  Tait.  Both  chapters  are  carefully-written 
expositions  of  the  two  subjects,  but  we  must  confess  to 
being  somewhat  at  a  loss  to  know  why  they  should  have 
appeared  now  and  in  their  present  form.  It  is  true  that 
Mr.  Lawson  Tait  in  his  preface  expresses  himself  as  quite 
satisfied  with  Dr.  McKay's  account  of  the  flap-splitting 
operations,  and  Mr.  Tait  should  of  course  be  the  best  critic 
of  any  description  of  his  own  operations.    As,  however,  all 
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of  us  have  been  for  many  years  familiar  (and  most  thank- 
fully so)  with  Mr.  Tait's  methods,  and  are  as  satisfied 
as  he  is  with  our  results,  we  are  afraid  that  but  few  will 
care  to  follow  Mr.  McKay's  latter-day  exposition.  We  are 
surprised  to  find  that  Mr.  Tait  considers  this  description 
as  "the  first  which  I  have  seen  full  enough  to  be  of  any 
use  to  those  desirous  of  doing  these  operations "  ;  seeing 
that  besides  the  many  descriptions  (by  himself  and  others), 
Dr.  Fancourt  Barnes  published  a  small  monograph  on  the 
subject  which  ran  through  certainly  three  editions,  and 
which  contained  several  very  good  illustrations. 

Mr.  Tait  makes  no  allusion  to  the  second  chapter  on 
Curettage,  and  we  ourselves  have  failed  to  discover  anything 
in  it  worth  noting  that  we  have  not  already  learnt  from 
our  text-books. 

ZuR  Lehre  von  den   angeborenen   und  erworbenex 
Verwachsungen  und  Verengerungen  der  Scheide 

SOWHE  DES  angeborenen  SCHEIDENMANGELS  MIT 
AUSCHLUSS  DER  DOPPELBILDUNGEN  :  von  Dr.  F.  L. 
Neugebauer.  Berlin,  1895.  S.  Karger.  iv.  +  223, 
med.  8vo.    6s. 

The  distinguished  president  of  the  Gynaecological  Clinic 
of  the  Evangelical  Hospital  at  Warsaw,  has  in  this  work 
collected  1000  observations  of  "  congenital  absence  and  con- 
genital and  acquired  adhesions  and  contractions  of  the 
vagina,  excluding  cases  of  double  formation."  Of  these  72 
occurred  among  the  17,991  cases  treated  by  him  during  the 
years  1884- 1895. 

He  classifies  this  material  as  follows  : — 


Collected 
Cases. 


Personal. 


Labour  cases  delivered  : — 

By  Porro  operations           ...          (  23        ...          I 

„  Conservative  Caes.  Sect.          (  35 

Per  vias  naturales 245 

Adhesions  of  puerperal  origin 186        ...        33 

Adhesions  of  congenital  or  non-puer- 
peral origin      439        ...        38 

Total            928        +        72 
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To  these  are  added  6  cases  of  congenital  hymeneal  atresia, 
and  5  of  adhesion  of  the  labia  minora,  one  of  the  latter  being 
due  to  injury. 

As  might  be  expected,  many  of  the  cases  have  been  taken 
from  secondary  notices  or  abstracts,  the  original  reports  not 
being  accessible,  but  in  addition  to  the  928  collected  cases, 
the  author  also  mentions  many  from  Breisky,  Puech,  and 
others,  which  he  has  not  been  able  to  verify. 

The  treatment  of  these  anomalies,  in  midwifery  as  well 
as  gynaecology,  is  to  a  great  extent  still  undecided,  their 
genesis  and  etiology  being  of  such  deep  interest,  and  their 
existence  in  many  cases  of  such  momentous  importance  to 
the  patient  that  this  collection  of  cases,  so  much  more 
numerous  than  ordinary  text-books,  or  even  special  works 
on  gynaecology  would  have  led  one  to  expect,  will  be 
welcomed  by  many. 

Total  absence  of  the  vagina  is  not  always  easily  distin- 
guished from  total  occlusion,  and  is  included  among  non- 
puerperal cases.  Amussat's  and  Huguier's  operations  and 
La  Forte's  electrolysis,  &c.,  are  of  course  mentioned,  not  so 
Kingston's  successful  operation  in  1859  {Canada  Med,  Jour.^ 
Feb.,  1866)  given  in  Rankine's  abstract,  one  of  the  most 
remarkable  recorded. 

Of  the  cases  of  dystocia,  77,  in  multiparae,  were  due  to 
cicatricial  stenoses  from  previous  labours  ;  such  post-partum 
stenosis,  even  when  involving,  as  in  a  case  quoted  from 
Harvey  {Exerciiationes  de  Partu,  p.  345)  not  only  the  labia 
minora,  but  almost  the  whole  vagina  up  to  the  mouth  of 
the  womb^  may  not  prevent  spontaneous  delivery,  but  have 
too  often  resulted  in  rupture  of  the  womb,  or  of  the 
vagina  or  of  the  recto-vaginal  septum.  And  even  when 
birth  has  been  spontaneous,  there  has  been  fatal  vaginal 
laceration.  Many  cases  are  referred  to  abortion,  several  to 
criminal  attempts  to  induce  labour  by  caustic  injections, 
one  to  the  injection  of  perchloride  of  iron  as  a  styptic. 

Neugebauer  refers  to  an  article  of  his  {Archiv.  /.  Gyncek., 
1873,  s.  373)  in  regard  to  the  evil  consequences  of  pes- 
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saries  in  causing  stenosis ;  other  non-puerperal  cases  have 
been  due  in  children  to  vaginitis  adhesiva — ^and  in  adults 
especially  in  the  upper  third  of  the  vagina,  to  the  vaginitis 
adhesiva  ulcerosa  of  Hildebrandt.  Neugebauer  has  himself 
seen  many  instances  of  this  a£Fection,  but  would  prefer  to 
call  it  ^'kolpitis  climacterica  ulcerosa  obliterans."  Many 
cases  are  ascribed  to  syphilis,  tuberculosis,  small  pox  and 
typhus,  others  to  scarlet  fever,  diphtheria,  pneumonia, 
cholera  and  dysentery,  some  to  fluor  albus  and  one  to 
pemphigus. 

Considerable  space  is  given  to  extracts  from  the  worics 
of  Breisky  and  Puech,  I>ebierre,  and  the  more  important 
theses  by  Roman,  Schumann  and  others.  The  author  cer- 
tainly does  not  share  Puech's  opinion  as  to  the  study  of 
atresia  in  old  women  being  plus  dune  luxe  que  dutiUiL 
Meissner's  opinion  that,  with  the  exception  of  the  cases 
improperly  described  as  hymen  duplex,  but  really  instances 
of  retro-hymeneal  occlusion,  congenital  stenosis  of  the 
vagina  does  not  occur,  an  opinion  which  is  becomii^ 
more  generally  accepted,  is  mentioned — ^but  the  analysis 
of  the  cases  and  the  conclusions  to  be  drawn  from  them 
is  promised  in  a  future  work  and  is  much  to  be  desired. 

The  compilation  was  begun  in  compliance  with  a  request 
from  Chrobak,  in  1893,  for  a  contribution  to  the  Festschrifi^ 
for  the  fiftieth  year  of  the  Berlin  Gynaecological  Society,  to 
which  society  it  is  now  dedicated,  having  proved  too  large 
an  undertaking  to  be  finished  in  time,  and  indeed,  too 
voluminous  to  appear  as  part  of  the  Jubilee  offering. 

The  Diseases  of  Women  :  A  Handbook  for  Students 
AND  Practitioners.  By  J.  Bland  Sutton,  F.R.C.S. 
Eng.,  and  Arthur  Giles,  M.D.,  B.ScLond.,  F.R.C.S, 
Edin. 

Any  work  emanating  from  the  pen  of  these  authors 
must,  necessarily,  be  hailed  with  interest  by  the  profession 
generally,  and  especially  by  those  to  whom  this  Journal  is 
particularly  dedicated.    To  these  latter,  indeed,  the  book  will 
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have  some  concern  as  a  resunU  of   the  work  done  by  the 
writers  in  advanced  gynaecology.     As  a  text-book  for  the 
student,  however,  we  are  afraid  it  will  scarcely  be  regarded 
as  having  fulfilled  its  object,  seeing  that  it  can  only  be  of 
value  if  supplemented,  or  better  still,  preceded,  by  some  other 
real  students'  manual,  such  for  instance  as  Hart  and  Barbour. 
It  presupposes  an  amount  of  preliminary  knowledge  of  the 
subject  that  such  books  are  generally  themselves  presumed  to 
give.    It  contains  essentially  the  views  held  by  two  men  who, 
despite  their  ability  and  experience  in  gynaecology,  appear 
to  be  lacking  in  that  intimate  acquaintance  with  out-patient 
room  teaching  which  is  an  absolute  necessity  in  the  writers 
of    a  book   for  students.      This  disadvantage  looms  out 
through  all  its  earlier  pages,  rendering  the  primer-element 
too  crude  and  condensed  to  be  of  sufficient  service  to  the 
beginner  ;    for  it  must  be  remembered  that   the  want  of 
teaching  of  this  subject  in  works  on  general  medicine  and 
surgery  renders  it  imperative  that  a  manual  for  students  on 
such  a  division  of  their  work  should  not  fail  in  clearness. 
The  contradictions  and  repetitions  now  and  then  occurring 
will  no  doubt  be  removed  in  any  further  edition.    As  a  book 
it  relies  less  on  the  instrument  makers'  catalogue  than  any 
other  work  of  its  kind  ;    indeed,  to  an  extent  which  renders 
the  fact  not  altogether  an  unmixed  blessing.    A  student 
would  be  none  the  worse  for  knowing,  for  illustration,  that 
there  are  such  instruments  as  N^latons  and  Sidney  Jones' 
cyst  forceps  ;  or  the  various  shapes  of  large  forceps  bearing 
the  name  of  Spencer  Wells ;  neither  of  these,  however,  appear 
either  in  the  figures,  or  even  in  the  text,  although  in  dealing 
later  on  with  operative  measures  it  is  said  that  "  the  student 
should  realise  that  it  is  a  part  of  his  duty  to  make  himself 
familiar  with  the  names  of   the  instruments,  as  well  as  to 
understand  their  use."     Nor,  indeed,  have  the  authors  been 
quite  happy  in  their  choice  even  amongst  the  few  instru- 
ments  that   are    figured.    Fig.    103    represents    the    only, 
and  to  our  mind  the  worst,  form  of    uterine  dilator   with 
which  we  are  acquainted ;  the  grasp  it  necessitates  gives  a 
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dangerous  power  to  the  user,  and  the  direction  of  the  force 
is  through  the  uterine  wall  and  not  along  the  canal,  made 
tense  and  straightened,  in  such  operations,  by  the  hold  of 
the  volsella  in  the  anterior  lip.  The  well-known  and  really 
valuable  Hegar's  dilators  find  no  place.  In  the  descrip- 
tion of  "  flexions  and  displacements,"  anteversions,  without 
defining  to  what  extent,  are  said  to  be  an  absolutely 
"  normal  condition  "  ;  surely  this  is  not  quite  a  fact,  es- 
pecially if  the  amount  depicted  in  fig.  i  (Dickenson)  is 
to  be  accepted;  indeed,  the  "bladder  disturbance,"  noted 
afterwards  as  "  a  common  nervous  phenomenon,"  is  much 
more  often  a  physical  factor,  the  result  of  hyper-anteversion, 
causing  much  real  suffering  to  the  patient.  Dilatation  of  the 
cervical  canal,  sufficient  to  admit  the  forefinger,  is  suggested 
as  a  means  of  diagnosis,  with  a  frequency  scarcely  to  be 
commended.  We  cannot  consider  the  use  of  the  word 
metritis  in  a  students'  text-book,  or  indeed,  as  yet,  anjnR^here 
else,  to  be  "  an  unnecessary  refinement " ;  the  normally 
recurring  hyperaemia,  to  which  the  uterus  is  subjected, 
must  render  the  organ  very  liable  to  primary  congestive 
conditions  of  constitutional  origin,  such  as  the  gouty ;  and 
a  dismissal  of  Jhe  word  would  only  increase  the  tendency  of 
the  day  to  avoid  general  and  adopt  purely  local  means  of 
treatment  in  such  conditions.  In  the  treatment  of  myomata 
it  is  noted  that  "  oophorectomy  "  is  being  rapidly  superseded 
by  "  hysterectomy,"  but  would  a  candidate  for  a  diploma  be 
very  safe  who  promulgated,  in  the  present  day,  this  dogma 
to  his  examiner?  The  authors  use  the  word  "coelum"in 
every  instance,  regardless  of  the  fact  that  the  word  does  not 
mean  the  abdominal  cavity  alone,  but  as  they  qualify  it  on 
almost  every  occasion  by  adding  "  (peritoneal  cavity) "  they 
appear  to  share  our  doubts  as  to  its  suitability. 

There  is  an  excellent  chapter  on  the  "  Differential  Diag- 
nosis of  Ovarian  Tumours,"  which  will  be  read  by  surgeon 
or  student  alike  with  much  advantage.  For  some  cases  of 
dysmenorrhoea  dilating  the  cervical  canal  is  recommended, 
but  as  later  on  this  is  advised  only  to  be  carried  out  to  the 
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extent  of  a  No,  8  dilator,  not  much  permanent  good  could 
really  be  expected. 

In  what  we  may  term  surgical  gynaecology  the  book  is 
\^luable  reading,  but  as  the  authors'  views  on  pathology  and 
operative  treatment  have  been  so  fully  and  ably  described  in 
larger  treatises,  the  condensation  process  robs  them  of  much 
of  their  pictorial  power  ;  the  description  of  the  various  opera- 
tions are  too  brief  to  be  of  real  service,  the  armamentarium 
described  as  required  in  each  operation  (remembering  that 
Mr.  Sutton's  name  would  necessarily  make  this  work  relied 
on  by  many  surgical  beginners),  falls  far  short  of  what 
should  be  wisely  at  hand.  The  light-hearted  way  in  which 
the  major  operations  are  treated  may  be  fairly  summed 
up  in  the  following  abstract  (p.  415) :"  Supra-vaginal  hys- 
terectomy and  pan-hysterectomy  may  be  performed  easily^ 
safely,  and  quickly ;  convalescence  is  as  rapid  and  as  un- 
eventful as  after  ovariotomy "  ;  and  two  hundred  lines 
only  are  bestowed  on  the  account  of  these  operations. 
It  is  no  disparagement  of  the  ability  and  capability  of  the 
writers,  one  of  whom,  at  any  rate,  stands  in  the  front  rank 
of  gynaecological  surgeons  and  pathologists,  to  express 
some  doubt  as  to  whether  they  have  indeed  succeeded  in 
producing  a  text-book  "that  may  prove  useful  to  students 
for  examination  purposes,  and  which  will  also  enable  them 
to  practice  this  important  department  of  surgery  with  advan- 
tage to  their  patients  and  with  satisfaction  to  themselves " 
{vide  Preface). 

La  GYNiECOLOGiE.     1897.    June,  August,  October. 

This  most  excellent  journal  has  been  replete  this  year 
with  interesting  matter.  We  have  not  space  in  this  number 
to  give  more  than  a  synopsis  of  the  three  numbers  before 
us,  but  we  shall  return  to  a  few  of  the  more  interesting 
communications  in  detail  in  the  next  issue.  La  Gynacologie 
has  as  its  chief  editor  Dr.  Doleris,  and  he  has  associated 
with  him  Professor  Bouilly  of  the  Hopital  Cochin  ;  Dr.  L. 
Picque,  Dn  R.  Pichevin  of  the   Hopital  Necker,  and  Drs. 
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Blondel  and  Isaac  as  secretaries.  Each  number  contains 
original  articles,  and  a  most  valuable  analysis  of  gynae- 
cological literature  and  recent  contributions  to  various 
gynaecological  societies  in  France  and  elsewhere.  In  the 
June  number,  Dr.  Simoes  commences  a  review  of  the  entire 
subject  of  the  treatment  of  retroversions  by  Alexander's 
operation.  He  enters  into  a  historical  summary  of  the 
history  of  the  operation,  from  the  time  when  Alexander 
first  proposed  the  shortening  of  the  round  ligaments  to 
the  present  day. 

Having  quoted  the  opinions  of  a  number  of  distin- 
guished authorities  for  and  against  the  operation,  Dr. 
Simoes  reviews  the  pathological  anatomy  and  pathology 
of  the  various  kinds  and  degrees  of  retroversion.  He  then 
summarises  the  different  methods  of  operating,  giving  a 
clear  and  distinct  description  of  the  details. 

He  gives  the  particulars  of  twenty-six  cases  operated 
upon  by  various  surgeons,  drawing  the  conclusions,  firsiy 
that  Alexander's  operation  should  only  be  practised  for 
retroversion  when  the  uterus  is  movable ;  second,  that  this 
state  is  more  often  acquired  than  congenital,  is  sometimes 
acute,  but  that  the  most  frequent  variety  met  with  is  the 
chronic  condition  ;  enlargement  of  the  uterus,  and  relaxa- 
tion of  its  suspensory  apparatus  are  the  principal  causes, 
while  it  is  often  associated  with  chronic  parenchymatous 
or  genital  prolapse  ;  third,  that  colpo-perinaeorrhaphy,  with 
circular  amputation  of  the  cervix,  when  there  is  prolapse, 
and  curettage  in  case  of  metritis,  should  always  be  asso- 
ciated with  Alexander's  operation ;  four,  that  the  applica- 
tion of  a  pessary  is  not  an  ideal  treatment ;  five,  that  of  the 
various  operations  proposed  to  rectify  retroversion,  the 
extra-peritoneal  shortening  of  the  round  ligaments  appears 
to  be  the  most  simple  and  the  most  rational,  inasmuch  as 
when  successfully  performed  there  is  no  tendency  on  the 
part  of  the  uterus  to  depart  from  its  anteverted  position,  in 
which  it  is  maintained  by  the  intra-abdominal  pressure  of 
the  intestines ;  and  lastly,  that  it  is  the  best  operation  for 
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married  women  who  are  sterile,  with  a  view  to  future  preg- 
nancy and  labour. 

In  the  same  number  the  entire  question  of  the  best 
method  of  closing  the  abdomen  after  laparotomy  is  dis- 
cussed by  Professor  La  Torre,  of  Rome.  This  is  a  most 
valuable  contribution  to  an  important  subject,  as  it  records 
the  causes  of  failure  in  securing  perfect  union,  as  occurring 
in  the  practice  of  a  large  number  of  gynaecologists,  as  well 
as  the  presence  of  suppuration  in  the  wound  and  the 
occurrence  of  hernia.  The  various  methods  adopted  by 
some  sixty  surgeons  are  noted. 

In  the  August  number  there  is  a  short  article  by  Drs. 
Mangin  and  Raynaud  on  subcutaneous  injections  of  artificial 
serum,  both  before  and  after  grave  operations.  Perhaps  no 
more  important  advance  has  been  made  during  the  last 
few  years  in  gynaecological  surgery  than  the  resort  to  large 
saline  injections,  both  in  anticipation  of  collapse  and  infec- 
tion, and  to  counteract  shock.  In  the  paper  we  refer  to 
are  five  important  cases,  in  which  the  solution  of  chloride 
of  sodium  (7  in  1,000)  was  used  on  repeated  occasions 
after  severe  shock ;  in  profound  anaemia  with  suppurative 
appendicitis  ;  suppurative  cyst  of  the  ovary,  with  adhesions  ; 
rupture  of  a  pyo-salpinx  into  the  peritoneum  ;  cyst  of  ovary 
andpyo-salpinx;  salpingo-oophoritis,with  retroversion  of  the 
uterus  and  multiple  adhesions,  and  in  all  instances  success- 
fully. From  200  to  500  grammes  of  the  solution  were  injected 
at  the  time,  and  these  injections  were  repeated  twice  in  the 
day  in  one  case ;  two  litres  the  first  and  the  second  day  after 
operation  in  another,  and  in  one  instance  the  nurse,  through 
error,  injected  on  the  same  day  five  litres  of  saline  solution 
without  altering  the  position  of  the  needles.  Here,  as  a 
result,  there  was  swelling  of  the  skin,  diarrhoea,  and  pul- 
monary oedema,  but  there  was  no  further  inconvenience, 
and  the  injections  were  continued  from  day  to  day.  This 
was  in  a  case  of  peritonitis  following  labour  in  a  woman 
who  had  suffered  from  pyosalpinx,  which  ruptured  during 
the  labour.    The  patient  recovered. 
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No  operating  room  should  now  be  without  its  glass  litre 
graduated  vessel,  with  tube  and  needle  for  injection,  and  the 
sterilised  solution  should  be  in  readiness.  The  significance 
of  the  value  of  artificial  serum  in  cases  of  septic  peritonitis 
cannot  be  over-estimated,  and  the  paper  we  here  refer  to  is 
well  worth  perusing. 

In  the  October  number,  Mr.  Mangin,  of  Marseilles, 
records  a  case  of  operation  on  a  large  fibro-cystic  tumour 
developed  in  the  broad  ligament,  weighing  14  kilogrammes 
in  all.  The  operation  lasted  one  hour  and  twenty  minutes, 
large  saline  subcutaneous  injections  were  used,  and  there 
was  no  shock.     The  patient  completely  recovered. 

In  this  number,  too,  there  is  a  lengthy  article  by  Dr. 
Doleris  on  eventration  following  labour,  with  a  description 
of  his  method  of  operating.  The  remainder  of  the  journal 
is  absorbed  by  a  full  Report  of  the  Proceedings  in  the 
Section  of  Obstetrics  and  Gynaecology  at  the  twelfth  Inter- 
national Congress  at  Moscow. 
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Twelfth  International  Medical  Congress,  Moscow. 
Section  for  Gynaecology,  August  19-26,  1897. 

Reported    by   Dr.    Falk  to   the    Miinchener   medicinisches 
Wochenschrift  and  the  Centralblatt  fiir  Gyncskologie, 

After  the  greeting  of  the  President,  Professor  Makeiew, 
and  an  address  from  Professor  Sneguireth,  Olshausen, 
Gusserow,  Martin,  Zweifel,  Winckel,  Pinard,  Apostoli  and 
Simpson  were  elected  honorary  presidents. 

Symphyseotomy,  discussed  at  the  last  Congress  at  Rome 
in  the  presence  of  Morisani,  its  originator,  was  on  this 
occasion  introduced  by  Varnier  (Paris),  who  held  that 
when  symphyseotomy  was  carried  out  in  the  way  recom- 
mended at  Rome,  by  Pinard,  the  mortality  of  the  children 
was  no  greater,  in  spite  of  the  anomaly  of  the  pelvis,  than 
after  artificial  extraction  from  normal  pelvis.  Haemorrhage 
and  other  accidents  dangerous  to  the  life  or  after-health  of 
the  parturient  woman  might  be  avoided.  Most  of  the  deaths 
after  sjmiphyseotomy  must  be  attributed  to  septic  infection 
from  the  utero-genital  canal.  The  results  achieved  by  this 
operation  are  unparalleled ;  it  does  not  interfere  with  sub- 
sequent pregnancy  and  labour  and  may  be  repeatedly  per- 
formed on  the  same  woman.  A  child  can  be  easily  extracted 
uninjured  if  the  conjugata  vera  amounts  to  7  cm.  Unless 
the  child  be  alive  and  the  soft  parts  dilated,  the  operation  is 
not  indicated,  but  it  may  be  performed  even  when  the  pelvis 
is  normal,  if  the  child  is  too  large  to  be  delivered  alive  in 
any  better  way. 

It  is  especially  useful  when  the  form  of  the  pelvis  is 
symmetrical,  and  equally  so  whether  the  contraction  is  in 
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the  inlet  or  outlet ;  it  is  also  indicated  in  asymmetrical  cases 
if  the  anomaly  be  due  to  inflammation  of  the  hip  joint  not 
involving  the  sacrum,  to  unilateral  congenital  dislocation  of 
the  femur,  or  to  rachitic  deformity  ;  in  the  oblique  contrac- 
tion of  the  pelvis  due  to  insufficient  development  of  the 
lateral  portion  of  the  sacrum  ischio-pubiotomy  or  Caesarean 
section  have  to  be  considered.  Symphyseotomy  is  not 
justifiable  when  the  contraction  depends,  not  upon  the  bony 
pelvis,  but  upon  tumours  arising  from  the  soft  parts,  nor 
when  the  necessity  of  operation  is  accompanied  by  fever ;  it 
is  not  contra-indicated  even  though  the  life  of  the  child  has 
been  endangered  by  previous  operation. 

ZWEIFEL  (Leipsic)  followed  with  the  report  of  31  cases, 
resulting  in  the  recovery  of  all  the  mothers,  and  in  29 
children  born  alive,  and  declared  that  if  symphyseotomy 
was  limited  to  cases  in  which  the  conjugata  vera  measured 
at  least  6-5-67  cm.,  the  objections  so  commonly  made  as  to 
the  crippling  and  protracted  recovery  of  the  patients  would 
be  met ;  his  patients  were  nearly  all  able  to  get  up  in  the 
third  week  and  the  latter  objection  could  not  be  very 
serious.  Lacerations  of  the  vagina  may  be  avoided  by  not 
extracting  the  child  immediately  after  the  operation,  but 
leaving  the  course  of  labour  as  much  as  possible  to  nature. 

Open  treatment  of  the  wound  is  essential  and  also  plug- 
ging the  pockets  before  and  behind  the  symphysis ;  the  two 
sides  of  the  pelvis  must  be  united  by  a  strong  suture  (silver 
wire)  passing  through  fascia  and  cartilage.  The  operation 
is  very  simple  to  perform,  but  the  haemorrhage  must  be 
perfectly  controlled  by  tampons  and  not  by  ligatures.  He 
had  seen  three  accidental  injuries  of  the  bladder  and  urethra, 
all  remedied  either  spontaneously  or  by  operative  treatment. 
Kiistner,  La  Torre  (Rome),  Simpson  and  Dimante  took  part 
in  the  discussion. 

CoLPOTOMY  IN   Inflammation  of  the  Adnexa  and  in 
Displacements  and  Tumours  of  the  Uterus. 

DIjhrssen,  under  this  title,  introduced  his  operation  for 
opening  the  peritoneal  cavity  through  the  anterior  fornix 
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and  drawing  down  the  corpus  uteri  and  adnexa  into  the 
vagina,  a  method  by  which,  in  combination  with  vagino- 
fixation of  the  uterus  or  round  ligaments,  he  has,  since  1891, 
operated  on  305  cases  of  mobile  or  fixed  retroflexion,  with 
orJy  4  deaths  and  12  cases  of  recurrence.  From  this 
material  he  concludes  that  when  the  retroflexion  is  uncom- 
plicated and  the  patients  are  otherwise  sound,  anterior  colpo- 
cceliotomy  may  be  described  as  free  from  danger ;  in 
severe  pelvic  peritonitis  haemorrhage  may  ensue  only  to 
be  remedied  by  proceeding  to  vaginal  hysterectomy. 

By  the  use  of  silkworm  gut,  and  by  placing  the  stitches 
at  the  level  of  the  insertion  of  the  tubes,  any  recurrences  of 
displacement  after  vagino-fixation  may  be  prevented,  and 
no  interference  with  subsequent  labour  will  occur  if  the 
opening  in  the  vesico-uterine  pouch  be  closed  by  an  inde- 
pendent buried  suture.  The  results  of  vagino-fixation  as 
a  supplement  to  the  operations  previously  practised  for  pro- 
lapse of  the  uterus  and  vagina  have  also  been  most  excellent. 

He  has  performed  anterior  colpo-coeliotomy  in  300  cases 
of  inflammation  of  the  adnexa  and  pelvic  peritoneum  ;  8 
cases  only  were  fatal,  a  low  mortality  that  may  be  still 
further  reduced  by  certain  technical  modifications.  In  29 
cases  adhesions  of  the  uterus  and  ovaries  had  to  be'  de- 
tached ;  in  53  others  he  resected  or  cauterised  the  ovary  on 
account  of  cysts ;  in  103  cases  he  removed  one  or  both  ovaries, 
leaving  any  sound  portion  behind  (vaginal  salpingo-oopho- 
rectomy) ;  in  several  cases  he  performed  salpingostomy, 
and  once  circumstances  obliged  him  to  sterilise  the  suffer- 
ing woman  by  division  of  the  tubes.  Among  the  extirpations 
of  the  adnexa  were  15  cases  of  tubal  pregnancy,  57  of  the 
removal  of  large  tubal  sacs  or  ovarian  cysts ;  the  largest 
of  these,  a  glandular  cystoma  10  lbs.  in  weight,  was  removed 
with  a  double  pyosalpinx,  the  sound  right  ovary  freed  from 
its  adhesions  was  left  behind,  and  the  uterus  fixed  to  the 
vagina.  He  had  operated  several  times  in  cases  of  pyo- 
salpinx, hydrosalpinx,  and  ovarian  abscess,  and  invariably 

VOL.  XIII. — NO.  51.  26 


382  Reports  of  Societies. 

at  the  same  time  dealt  with  any  affection  of  the  uterus  and 
vagina  that  complicated  the  case. 

Finally,  he  described  the  operation  as  eminently  well 
adapted  for  the  removal  of  myomata  of  the  corpus  uteri 
not  larger  than  the  fist  (vaginal  coeliomyomectomy).  All  his 
cases  of  this  kind  had  done  well.  The  largest  tumour,  a 
submucous  myoma,  weighing  310  grammes,  after  division 
of  the  anterior  uterine  wall,  had  to  be  detached  from  its 
insertion  on  the  posterior.  From  another  woman  he  re- 
moved 10  subserous  and  interstitial  myomata,  none  larger 
than  a  hen's  egg.  On  account  of  its  freedom  from  danger, 
he  thought  that  this  operation  should  be  adopted  in  all 
small  myomata  causing  suffering  in  young  people. 

The  advantages  of  anterior  colpo-cOeliotomy  are  that  in 
the  majority  of  cases  it  renders  central  cceliotomy  (lapar- 
otomy) unnecessary,  and  that  in  contradistinction  to 
vaginal  extirpation  of  the  uterus  and  adnexa,  it  conserves 
the  sound  parts  of  the  genital  organs,  the  uterus  and  at  least 
a  portion  of  an  ovary,  and  thereby,  the  characteristics  of  the 
sex  of  the  patient. 

Martin  (Berlin),  co-reporter,  after  pointing  out  that 
the  greater  part  of  what  we  know  of  chronic  pelvic  peri- 
tonitis has  been  acquired  by  operative  practice,  and  that  it 
is  generally  some  affection  extending  from  the  genital  tract 
and  accompanied  by  the  formation  of  broad  flaky  adhe- 
sions and  callosities  which  interferes  with  the  mobility  and 
normal  functions  of  the  organs,  said  that  it  is  only  in 
the  chronic  stage  of  acute  peritonitis  or  of  recent  inflam- 
mation that  there  is  any  hope  of  relief  from  general 
measures  (rest,  antiphlogistic  or  resorbent  measures,  and 
massage),  in  many  cases  operative  interference  must  be 
resorted  to.  After  reviewing  the  older  methods,  extirpa- 
tion of  the  ovaries,  uterine  castration,  and  vaginal  extirpa- 
tion, the  value  of  which  in  extreme  cases  he  acknowledged, 
he  declared  that  anterior  colpo-coeliotomy  combined  with 
vagino-fixation,  was  the  only  reliable  means  of  cure,  and 
supported  this  assertion  by  the  good  results  he  had  himself 
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secured.  Among  496  cases,  of  which  only  60  were  free 
from  pelvic  peritonitis,  and  in  which  the  question  was  one 
of  relieving  a  mobile  retroflexion  not  otherwise  curable, 
there  existed  besides  peritonitis  :  in  59,  large  or  small 
myomata ;  in  60,  tubal  sacs  (pyosalpinx  in  18) ;  in  5, 
salpingitis  nodosa  isthmica;  and  in  5,  tubal  pregnancy. 
From  26,  very  large  tubo-ovarian  tumours  had  to  be 
removed ;  from  25  he  took  away  ovarian  cysts ;  he 
evacuated  7  large  encysted  haematomata,  44  dropsical,  2 
parovarian  and  2  intra-ligamentary  cysts.  By  far  the 
greater  number  of  the  patients  were  discharged  in  a  fort- 
night, and  only  31  exhibited  any  feverish  reaction ;  8  on 
their  discharge  still  had  some  residuary  para-uterine  exuda- 
tion. The  accidental  complications  were  5  wounds  of 
the  bladder,  2  healed  spontaneously,  the  others  closed 
by  operation.  Four  patients  died  :  i  on  the  twenty-first  day 
from  pneumonia,  2  from  sepsis,  i  from  ileus.  Among 
262  operated  on  up  to  the  end  of  1896,  the  relapses  were 
6  per  cent. ;  27  were  materially  improved,  the  remainder 
were  cured  (67  per  cent).  Subsequent  pregnancy  has 
happened  in  18  cases,  labour  in  9,  and  in  2  of  these 
version,  with  extraction  of  a  living  child.  Vagino-fixation 
is  better  than  ventro-fixation,  in  that  it  leaves  no  abdo- 
minal  scar,  and  should,  therefore,  be  the  method  of  choice 
in  most  cases  of  chronic  pelvic  peritonitis. 

In  the  discussion,  KtJsTNER  attributed  the  unfavourable 
prognosis  of  abdominal  operations  to  imperfect  asepsis  of 
the  hands,  and  recommended  the  use  of  fine  thread  gloves. 
Olshausen,  referred  the  danger  to  exposure  of  the  intestines 
and  consequent  shock.  Zweifel,  on  the  other  hand,  did 
not  think  the  exposure  of  the  intestines  mattered  if  they 
were  protected  from  cold ;  but  perfect  arrest  from  haemor- 
rhage should  be  secured,  and  would  materially  lessen  the 
dangers  of  the  operation. 

PiCHEViN  often  performs  anterior  colpotomy,  making  a 
crescent-shaped  incision  for  the  sake  of  enlarging  the  field 
of  view ;   if  both  adnexa  are  diseased  he  goes  on  to  the 
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vaginal  radical  operation.  L£b£der  advised  peat  and  mud 
baths  as  the  best  treatment  for  pelvic  peritonitis,  and  the 
discussion  terminated  after  the  reporters  had  fully  explained 
their  diflFerent  methods  of  colpo-coeliotomy. 

August  21,  1897. 
On  Methods  of  External  Examination. 

Little  new  was  to  be  said  on  the  subject  as  thus  stated, 
but  the  discussion  was  valuable  as  showing  that  most  dis- 
tinguished men  hold  that  more  attention  than  is  yet 
customary  should  be  paid,  and  ^that  not  by  midwives  only, 
to  external  examination,  and  that  by  far  the  greater  number 
of  labours  may  be  conducted  without  any  internal  ex- 
amination. 

As  Leopold,  the  first  reporter,  pointed  out,  the  mere 
fact  that  external  examination  should  be  proposed  for  dis- 
cussion at  all,  implied  a  recognition  of  the  endeavours  made 
to  ensure  more  extensive  resort  to  it,  not  only  during  preg- 
nancy and  the  first  stage  of  labour,  but  also  to  control  the 
later  stages  of  delivery.  It  demands  the  use  of  sight  and 
hearing  as  well  as  touch,  and  has  the  advantage  of  not 
constituting  a  source  of  infection  for  the  parturient  woman. 
It  is  often  difficult  for  the  ordinary  practitioner,  who  is 
necessarily  brought  in  contact  with  much  contagious  dis- 
ease and  infective  matter,  to  avoid  communicating  infection 
during  an  external  examination  ;  the  rapid  disinfection  of 
the  hands  carried  out  in  most  instances,  is  not  sufficient  to 
sterilise  them. 

In  external  examination,  in  conjunction  with  pelvic 
measurements,  we  possess  means  of  ascertaining  the  pro- 
gress of  the  labour  throughout  its  course ;  but  external 
examination  must  be  carried  out  systematically,  and  this 
can  only  be  done  by  practising,  the  four  well-known 
positions  of  the  hands  (as  illustrated  in  drawings  exhibited 
by  Leopold).  The  first  (in  which  the  hands  are  laid  trans- 
vei"Bely  across  the  abdomen,  after  the  finger-tips  have  been 
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brought  together)  tells  us  the  size  of  the  womb  and  whether 
the  child  lies  straight  or  across ;  the  second  (both  hands  are 
drawn  from  the  epigastrium  along  the  sides  of  the  abdo- 
men, and  pressed  flat  lengthwise  against  the  sides  of  the 
womb)  tells  us  where  the  child's  back  is ;  the  third  (the 
thumb  of  one  hand  is  spread  as  wide  as  possible  from  the 
conjoined  fingers,  and  the  thumb  and  point  of  the  middle 
finger  lay  hold  of  the  presenting  part  of  the  child  directly 
above  the  brim  of  the  pelvis)  informs  us  as  to  the  pre- 
senting parts  of  the  child,  if  they  have  not  descended; 
and  the  fourth  (in  which  one  slowly  presses  down  the  tips 
of  the  fingers  over  the  soft  parts  at  the  side  of  the  pelvis) 
enables  us  to  recognise  the  presenting  parts  even  when 
they  have  descended.  In  normal  labours  internal  examina- 
tion is  necessary  for  educational  purposes,  but  it  is  quite 
superfluous  in  such  in  practice.  In  abnormal  labour  it 
is  only  internal  examination  (combined  of  course  with 
external)  which  indicates  the  opportune  moment  for 
necessary  interference. 

Leopold  concluded  that :  (i)  external  examination  alone 
is  sufficient  for  the  conduct  of  normal  labour;  properly 
carried  out,  it  does  not  cause  harm  either  by  exciting 
labour  pains  during  pregnancy,  or  by  bruising  the  lower 
segment  of  the  uterus  during  childbirth ;  (2)  to  avoid 
puerperal  fever,  internal  examination  should  be  avoided 
as  much  as  possible  in  normal  labours,  and  restricted 
to  what  is  absolutely  necessary  in  irregular  ones. 

PiNARD,  the  second  reporter  (to  whom  external  examina- 
tion meant  only  abdominal  palpation),  after  an  accurate 
description  of  the  way  to  perform  le  paiper  abdominal^  and 
of  the  facts  it  discloses,  declared  it  to  be  one  of  the  most 
important  methods  of  obstetric  examination,  and  yielding 
such  good  results  that  it  should  be  applied  in  every  case  of 
pregnancy.  It  is  the  best  means  of  ascertaining  whether 
the  pregnancy  is  normal  or  abnormal ;  whether  it  is  extra- 
uterine; or  whether  there  are  twins.  It  is  easy  to  learn, 
practise  or  teach  ;  methodically  used  it  enables  one  to  detect 
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triplets,  or  hydrocephalus.  Of  excellent  service  during 
pregnancy,  when  labour  has  commenced  it  is  not  so  im- 
portant as  internal  examination,  for  though  in  some  cases  it 
gives  important  information  as  to  the  progress  made,  it  does 
not  do  so  in  all.  In  the  expulsive  stage,  however,  it  be- 
comes again  as  valuable  as  internal  examination.  It  should 
always  be  employed  when  internal  examination  is  not  de- 
manded by  any  pathological  condition. 

Hennig  (Leipsic),  the  third  reporter,  was  not  present, 
but  had  sent  a  very  learned  and  exhaustive  paper  in  which, 
after  historical  matter,  he  insisted  on  the  necessity  of  com- 
mencing the  investigation  of  every  case  of  pregnancy  with 
an  external  examination,  as  thereby  internal  examination 
could  often  be  omitted,  and  infection  altogether  avoided. 
Nevertheless,  the  internal  method  of  examination,  practised 
from  remote  antiquity,  has  but  recently  been  supplemented 
by  the  external  method,  and  this  perhaps  principally  because 
the  conditions  most  important  as  regards  the  course  of 
labour,  are  more  easily  ascertained  from  the  vagina  than 
from  the  abdominal  surface.  External  examination  includes 
information  from  all  five  senses. 

(i)  By  smell  we  may  obtain  the  specific  odour  of  blood 
pus  or  intestinal  gases,  or  important:  pathological  symptoms 
(putrid  physometra,  recto-vaginal  fistula,  &c.). 

(2)  By  taste,  the  condition  of  the  milk  secretion  is 
learnt. 

(3)  Hearing.  The  estimation  of  the  foetal  heart  sound 
is  most  important ;  this  sound  and  the  umbilical  souffle 
are  each  certain  symptoms  of  pregnancy ;  foetal  heart 
sounds  of  different  frequency  heard  simultaneously  by  dif- 
ferent observers,  are  a  certain  sign  of  twins,  more  reliable 
than  if  the  heart  sounds  can  be  distinctly  heard  at  two 
separate  spots  and  are  inaudible  between  these  spots.  The 
heart  sounds  of  the  child  must  not  be  mistaken  for  those 
of  the  mother.  The  souffle  of  the  uterine  arteries,  generally 
to  be  heard  in  the  third  month,  is  by  no  means  as  reliable 
a  sign  of  pregnancy  as  the  sounds  of  the  foetal  heart,  as 
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it  may  be  caused  by  tumour  or  aneurism.  Finally,  the 
character  of  the  cry  elicited  by  the  labour  pains  is  to  be 
listened  to. 

(4)  Sight.  The  woman  should  not  be  more  exposed 
than  is  absolutely  necessary  for  our  inspection  for  the 
purpose  of  prognosis  or  treatment.  Thorough  inspection 
of  the  bones  and  mode  of  progression  is  necessary  when 
there  is  any  suspicion  of  rachitis  or  of  osteomalacia. 

The  inspection  of  the  pelvis  (oblique  contraction,  spon- 
dylolisthesis) and  of  the  rhombic  figure  caused  by  the 
origin  of  the  muscles  on  the  sacrum,  is  most  important. 
We  note  also  alterations  of  the  skin  as  to  possible,  and 
of  the  patient's  face  as  to  actual,  haemorrhage  ;  and  further, 
the  contour  and  size  of  the  belly,  the  position  of  the 
fundus  uteri  and  that  of  the  contraction  ring.  The  placenta 
must  be  inspected  after  it  is  expelled. 

(5)  Touch  and  feeling.  Noting  the  heat  of  the  skin,  and 
the  condition  of  the  pulse,  which  will  betray  impending 
danger  from  haemorrhage,  we  then  ascertain  the  height, 
the  length,  possibly  the  unequal  length,  of  the  femora,  and 
the  feel  oi  the  skin,  crepitation  of  which  may  indicate 
physometra  or  rupture  of  the  uterus.  The  pelvis  is  then 
to  be  examined,  so  as  to  form  an  opinion  of  its  size,  if  we 
have  no  instruments,  by  thorough  palpation  of  the  pelvic 
bones,  otherwise  by  determining  the  circumference  of  the 
small  pelvis  with  a  tape-measure,  and  the  distances  between 
the  anterior  superior  spines,  the  iliac  crests,  the  trochanters, 
and  the  length  of  Baudelogne's  diameter  with  the  pelvimeter 
compass. 

Palpation  will  then  teach  us  whether  there  is  actual 
pregnancy,  hydramnios,  or  plural  foetus ;  whether  the 
uterus  is  properly  formed,  whether  there  is  an  extra-uterine 
pregnancy  (which  may  co-exist  with  an  intra-uterine)  or  an 
abdominal  tumour  of  some  other  kind.  The  presence  of 
free  fluid  in  the  abdomen,  fluctuation  or  undulation  may 
have  to  be  considered,  and  when  pregnancy  is  ascertained 
the  size  of  the  foetus  may  be  estimated.     One  can  seldom 
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detect  the  placenta  and  cord  through  the  abdominal  wall, 
but  in  impending  rupture  of  the  womb  may  feel  the 
obliquely  arrested  ovisac  and  the  ascending  contraction 
ring, 

KtJsTNER,  La  Torre,  v.  Ott,  and  Murdoch  Cameron 
took  part  in  the  discussion. 

August  2if  iSgj. 

Advocating  a  wider  field  for  Cesarean  Section,  Ols- 
HAUSEN  declared  that  the  class  of  cases  in  which  the 
operation  was  taken  to  be  indicated,  in  the  interests  of 
the  child,  had  of  late  years  been  much  enlarged,  and 
very  properly  so.  The  danger  of  the  operation  for  the 
woman  has  been  materially  decreased,  and  its  prognosis 
under  relative  indications  has  therefore  become  much  more 
favourable  than  that  of  waiting  for  the  natural  termination 
of  the  labour,  or  delivering  artificially  in  some  other  way. 

The  time  of  election  is  some  hours  after  labour  has 
begun,  but,  when  the  woman  is  in  peril,  the  operation 
should  be  done  even  during  pregnancy.  If  the  seat  of  the 
placenta  be  determined  beforehand  any  injury  to  it  during 
the  operation  may  be  more  readily  avoided.  Otherwise 
Olshausen  makes  his  incision  in  the  fundus  and  extends 
it  backwards  or  forwards  according  to  the  seat  of  the 
placenta.  No  attempt  should  be  made  to  remove  the 
decidua,  and  the  child  and  after-birth  having  been  removed, 
the  inner  surface  of  the  womb  should  not  be  interfered 
with.  For  the  sake  of  the  child's  life  Olshausen  has  of 
late  years  abstained  from  the  application  of  an  elastic 
tube  round  the  cervix  which,  after  the  extraction  of  the 
child,  is  compressed  by  the  assistant. 

As  in  nearly  all  gynaecological  operations  Olshausen 
uses  catgut  sutures;  in  five  cases  of  repeated  Csesarean 
section  the  womb  had  healed  most  perfectly  under  this 
suture,  from  the  use  of  which  he  has  never  seen  any 
harm  result.  Since  1888  he  has  performed  the  operation 
30  times,  29  times  on  24  women   on   account  of    con- 
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tracted  pelvis,  2  of  the  women  died,  all  the  children 
were  born,  and  24  discharged  from  the  clinic  alive.  The 
T¥omen  who  underwent  the  operation,  though  generally 
very  small,  very  frequently  had  very  large  children,  the 
average  weight  of  those  of  20  rachitic  mothers  was  3316 
grms.  Convalescence  was  seldom  free  from  fever.  In  4 
women  only  did  the  temperature  remain  below  38°  C.  The 
pulse  also  is  much  accelerated;  a  frequency  maintained 
above  120  is  not  at  all  rare.  This  frequency  may  be  ex- 
plained by  adhesive  peritonitis,  which  the  adhesions  found 
in  the  cases  in  which  the  operation  was  repeated  prove  to 
take  place.  The  general  condition  of  the  women  during 
recovery  was,  however,  always  satisfactory,  and  from  his 
own  experience  Olshausen  concludes  : — 

The  decreased  danger  of  the  operation  for  Caesarean 
section  has  expanded  the  field  for  its  employment  in  the 
interests  of  both  mother  and  child,  and  should  lead  to  its 
performance  whenever  life  is  in  immediate  danger  (eclamp- 
sia, &c.)  and  there  is  no  safer  way  of  delivering  the  woman. 
The  operation  is  an  easy  one  and  its  technical  details  have 
acquired  an  established  certainty  not  yet  obtained  for 
symphyseotomy. 

CvESAREAN  Section. 

In  the  discussion  Leopold,  who  has  performed  93 
Csesarean  sections  in  the  last  fourteen  years  (67  conservative 
and  28  Porro  operations),  declared  that  for  the  practising 
obstetrician  he  thought  the  induction  of  premature  labour 
was  a  more  suitable  proceeding,  as  he  did  not  consider 
Caesarean  section  a  very  simple  operation  ;  he  lost  8  women 
(8-6  per  cent.).  Zweifel  took  the  same  view;  though 
he  had  in  ten  years  done  55  Caesarean  sections  with  only 
I  death,  he  considered  the  operation  more  dangerous  than 
symphyseotomy,  v.  Ott  advocated  operating  as  early  as 
possible,  without  waiting  for  labour  pains,  and  also  without 
any  preventive  measures  against  haemorrhage. 
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Afternoon  Sitting,  August  21,  1897, 

After  a  short  report  from  Leopold,  supplementing  a 
previous  one  to  the  Leipsic  Gynaecological  Congress  of  this 
year,  upon  the  formation  of  the  intervillous  spaces  in  the 
placenta,  La  Torre  (Rome)  brought  forward  a  new 
anatomo-pathological  (morphological)  classification  of  the 
anomalies  of  the  pelvis  as  follows  : — 

Transversal  Oval  Pelves  (the  straight  [conjugate] 
diameter  shortened)  found  with  deficient  development  or 
rachitic  changes  of  the  pelvic  bones,  with  double  dislocations 
of  the  hip. 

Obliquely  Oval  Pelves  (one  of  the  obUque  diameters 
shortened),  with  deficient  development  of  the  sacro-iliac 
symphysis  of  one  side,  with  injury  to  one  of  the  extremities, 
or  with  scoliosis. 

Straight  Oval  Pelves  (the  transverse  diameter 
shortened),  associated  with  deficient  development  of  the 
whole  pelvis  or  of  both  sacro-iliac  joints ;  with  kyphosis  and 
spondylolisthesis. 

Triangular  Pelves  (three-cornered  pelves,  several  dia- 
meters shortened),  in  extreme  rachitic  changes,  and  in 
osteomalacia. 

Atypical  Pelves  (several  diameters  shortened),  in 
simple  or  complicated  injuries  of  the  vertebral  column, 
scolio-rachitic  or  kypho-rachitic  changes,  suppuration  or 
fracture  of  the  vertebrae  or  of  the  pelvis  itself ;  in  ununited 
symphysis. 

Peritonitis  :  its  Surgical  Treatment. 

V.  WiNCKEL,  the  first  speaker,  pleaded  for  a  wider  use 
of  surgery  in  the  treatment  of  general  peritonitis  originating 
from  the  female  sexual  organs.  Such  peritonitis  may  be 
tubercular,  gonorrhoeal,  post-operative,  or  puerperal,  or  may 
depend  on  the  rupture  of  sexual  organs  (ovarian  abscess, 
&c.),  putrefaction  of  haematomata,  or  hydatids,  or  upon 
the  torsion  or  gangrene  of  myomatous  or  ovarian  tumours. 
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The  operative  treatment  of  tuberculous  peritonitis,  and  of 
that  after  perforation  has  long  been  recognised ;  puerperal 
cases  are  those  on  which  opinions  are  most  opposed.  He 
concluded  as  follows  : — 

(i)  Tuberculous  Peritonitis. — Cases  are  too  often  published 
as  cured  which  have  only  been  under  observance  half  a 
year  (he  had  seen  the  re-development  of  tuberculosis  five 
years  after  operation).  Moreover,  many  cases  operated  on 
are  quite  improperly  described  tuberculous.  For  tuber- 
culous peritonitis  the  incision  possible  from  the  vagina  is  far 
too  small,  an  incision  10  to  20  cm.  long  through  the  rectus 
abdominis  is  required. 

(2)  Gonorrhoeal  Peritonitis,  the  occurrence  of  which  v. 
Winckel  considers  established,  causes  no  extensive  exuda- 
tion nor  any  very  perilous  symptoms,  and  as  a  rule  does  not 
require  any  operative  treatment,  but  vaginal  coeliotomy  may 
be  indicated  by  small,  abdominal  coeliotomy,  by  larger  en- 
cysted pyosalpinx,  or  if  perforation  cause  peritonitis  in  a 
gonorrhoeal  case. 

(3)  Post-operative  Peritonitis  indicates  the  partial  re-open- 
ing of  the  original  wound,  and  the  careful  evacuation  of  the 
pus,  drainage,  but  no  washing  out.  A  patient  with  pro- 
lapse and  retroflexion  was  submitted  to  anterior  colpotomy. 
While  V.  Winckel  was  detaching  the  uterus  from  behind, 
some  stinking  pus  poured  out,  containing  an  encysted 
ascaris  lumbricoides ;  her  temperature  rose  next  day,  and 
on  the  following  one  there  was  an  explosion  of  peritonitis. 
It  appeared  from  the  autopsy  that  the  intestine  had  been 
perforated,  probably  in  detaching  the  uterus.  In  this  case 
abdominal  laparotomy  was  indicated,  so  that  the  maxim 
that  the  original  wound  should  be  re-opened  is  not  without 
exception. 

(4)  Puerperal  Diffuse  Peritonitis. — ^As  far  as  the  present 
limited  experience  shows,  these  cases  should  be  operated 
on  as  soon  as  the  purulent  exudation  is  considerable,  and 
while  pleura  and  pericardium  are  still  unaffected.  An  exten- 
sive incision  should  be  made  through  the  abdominal  wall — 
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drainage  is  indispensable.  Most  operators  wash  out  the 
abdomen;  but  this  question  is  not  yet  settled,  nor  the 
details  of  the  procedure — nor  as  to  eventration  of  the  intes- 
tines, nor  as  to  whether  the  abdominal  wound  should  be 
closed. 

(5)  In  case  of  perforation^  operation  (C.  abdominalis)  is 
indispensable  for  cure ;  the  ruptured  or  putrefied  organ  must 
be  removed. 

Cristovich.  — Acute  purulent  peritonitis  should  be 
operated  on  as  soon  as  possible;  the  nature  of  the  peri- 
tonitis should  be  established  by  exploratory  puncture. 
Pichevin  and  v.  Ott  took  part  in  the  discussion. 

N.  MiHAJLOWlTS  reported  the  cures  he  had  obtained  in 
gonorrhoeal  affections  of  the  vagina  and  endometrium  by 
nitrate  of  silver,  in  solutions  of  1-3000  at  first,  1-2000  later, 
and  after  protracted  use,  of  i-iooo.  In  endometritis  he  uses 
a  caoutchouc  sound  fashioned  like  Bandl's ;  this  is  intro- 
duced empty  into  the  uterus ;  the  solution  of  silver  is  then 
poured  into  a  speculum  in  the  vagina,  and  finds  its  way 
into  the  cavity  of  the  uterus ;  after  the  withdrawal  of  the 
sound  the  vagina  is  most  carefully  washed.  In  140  cases 
so  treated  the  cure  was  ascertained  microscopically. 

Marsi  (Bologna)  described  a  new  method  of  curing 
cystocele,  a  condition  which  he  thought  should  be  operated 
on  as  soon  as  possible,  as  prolapse  of  the  anterior  vaginal 
wall  is  generally  followed  very  rapidly  by  prolapse  of  the 
uterus.  He  detaches  two  flaps  from  the  vaginal  wall,  whicli 
he  unites  at  their  bases  as  well  as  at  their  free  edges,  without 
any  loss  of  tissue,  but  rather  with  the  formation  of  a  new 
Columna  rugarum  which  supports  the  bladder  {Jigs,  in  Cbt.) 

Secondly,  he  described  a  case  of  vicarious  menstruation 
in  a  young  person  who  had  undergone  a  radical  vaginal 
extirpation  for  bilateral  adnexal  disease,  in  August,  1896. 
For  four  months,  at  the  time  that  menstruation  had  pre- 
viously taken  place,  bleeding  occurred  from  the  bladder. 
Microscopical  examination  of  the  urine  showed  numerous 
red  and  white  corpuscles,   bladder  epithelium,   especially 
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from  the  superficial  layers,  but  no  cylinders  or  other  ele- 
ments from  the  kidney.  At  other  times  the  urine  is  quite 
normal.    No  inconvenience. 

BOURSIER  reported  two  multilocular  muco-dermoid  cysts 
of  the  ovary  seen  by  him  and  Monod,  and  successfully 
operated  on. 

NiTOT  recommended  the  abortive  treatment  of  endo- 
metritis, before  complication  by  metritis  or  salpingitis,  by 
a  saturated  watery  solution  of  bromine,  which  is  very 
antiseptic — ^the  vapour  penetrates  deep  into  the  mucosa, 
and  acts  there. 

Monday^  August  23,  1897. 

Serotherapy  of  puerperal  infection  has  not  been 
accepted  in  Germany,  and  no  German  gynaecologist  took 
any  part  in  the  discussion  upon  it.  Nor  were  the  reports 
of  Wallich  and  La  Torre  by  any  means  as  encouraging  as 
the  earlier  French  accounts.  La  Torre  declared  that  sero- 
therapy required  further  study,  and  that  for  the  present  the 
cases  should  be  otherwise  treated.  In  Wallich's  unavoid- 
able absence  Pinard  reported  for  him  that  though  he  had 
been  led  by  the  experimental  success  which  Marmorek  had 
had  with  his  serum  in  streptococcic  infection,  to  try  its  pro- 
phylactic and  curative  effect  in  puerperal  cases,  he  had  not 
found,  in  spite  of  the  methodical  employment  of  the  serum 
— although  as  much  as  750  cm.  had  been  used  in  a  single 
case — ^that  the  rate  of  disease  or  that  of  death  had  been 
improved.  Pinard  declared  that  during  1897  he  had  him- 
self had  better  results  from  the  serum  than  in  previous  years. 
Weinstein  (Odessa)  had  experimented  with  the  serum  on 
cats,  infected  by  in}ecting  streptococci  into  the  womb  after 
kittening,  and  found  that  large  doses  administered  early  were 
necessary,  and  that  the  prophylactic  effect  was  greater  than 
the  curative? 

Photography  and  Measurements  of  the  Pelvis. 

VaRNIER  reported  that  at  all  events  in   non-pregnant 
women  it  was  possible  to  obtain— by  means  of  X-rays — as 
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good  an  idea  of  the  pelvis  and  its  relation  to  the  femora  and 
spinal  column,  as  if  the  bony  pelvis  were  itself  exposed  to 
view.  The  direct  inspection  of  the  image  on  the  screen  was 
not  satisfactory,  and  the  picture  on  the  sensitive  plate  lost 
much  clearness  in  printing.  The  best  way  was  to  inspect 
the  plate  itself  in  the  dark  chamber.  He  exhibited  a  series 
of  most  excellent  diagrams  obtained  by  Pinard  and  himself. 

It  is,  moreover,  possible,  not  only  to  ascertain  in  the 
living  woman,  by  means  of  the  X-rays,  the  dimensions  of 
the  pelvic  inlet,  indirectly  by  comparison  with  photographs 
of  pelves  of  known  size,  but  also  certain  measurements, 
such  as  the  width  of  the  os  sacrum,  the  distance  of  the 
lumbo-sacral  spinal  crest  from  the  posterior  superior  spine 
of  the  ilium,  the  distance  from  the  centre  of  the  promontory 
to  the  sacro-iliac  symphisis,  &c.,  of  the  greatest  importance 
in  estimating  asymmetry,  and  which  are  otherwise  hard  to 
make  out  on  the  living  woman,  may  be  determined  directly. 
The  transverse  diameter  of  the  outlet  is  given  by  radio- 
graphy in  the  sitting  posture. 

W.  Favr  showed  a  perforator,  fashioned  after  the  Ameri- 
can drill  pattern,  which  he  recommended  as  less  likely  to 
slip  than  the  scissors,  and  as  more  easily  sterilised  than  the 
trepan. 

A.  J.  Carbajal  insisted  on  the  necessity  of  the  manual 
rectification  of  posterior  parietal  presentations,  and  from 
theoretical  considerations  and  his  own  experience  showed 
that  to  prevent  the  exit  of  the  head  in  the  wrong  position 
this  correction  may  be  made  by  rotating  it  either  before, 
or  if  the  membranes  be  unbroken,  during  the  descent. 

August  23.    Afternoon. 

A  Comparison  of  the  Methods  of  Operative  Treat- 
ment OF   Cancer   of   the  Womb,  and  of  their 
Efficiency  in  diminishing  Recurrence, 
Goubareff,  the  reporter,  insisted  on  the  necessity  in 
any  radical  operation  of  removing  the  lymphatics  involved 
by  the  new  growth  ;  in  cancer  of  the  womb,  therefore,  we 
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must  endeavour  to  take  away  the  lymphatic  glands  and  all 
the  tissue  at  the  base  of  the  broad  ligaments  as  completely 
as  we  should  clear  out  the  axillary  glands  in  mammary  car- 
cinoma. This  condition  cannot  be  satisfied  by  vaginal 
extirpation  except  in  the  case  of  cancer  of  the  corpus  uteri, 
in  the  later  stages  of  which  only  are  the  lymphatics  of  the 
upper  part  of  the  broad  ligament  as  a  rule  involved.  In 
other  cases,  on  the  contrary,  there  is  often  an  implication 
of  the  glands  and  an  extension  of  the  malignant  disease 
along  the  lymphatic  vessels  quite  inappreciable  to  the  touch. 
By  abdominal  coeliotomy,  as  Goubarefl  convinced  himself 
in  three  cases,  one  can  completely  remove  the  base  of  the 
broad  ligament,  and  as  vaginal  extirpation  does  not  fulfil  the 
conditions  of  a  radical  procedure,  or  offer  for  the  cure  of 
uterine  cancer  what  the  usual  radical  operation  does  in 
cancer  of  the  mamma,  abdominal  coeliotomy  appears  to 
him  to  be  the  operation  of  the  future. 

Kustner,  v.  Ott,  Olshausen,  Falk,  Rein  and  Diihrssen 
took  part  in  the  discussion.  OLSHAUSEN  noted  the  differ- 
ence of  the  views  taken  by  different  operators  on  the  limits 
of  the  indications  for  undertaking  operations  at  all,  a  point 
upon  which  the  question  of  the  best  method  of  operating 
must  of  course  depend.  If  one  is  never  to  operate  when 
the  disease  has  extended  beyond  the  womb,  and  it  is 
common  for  there  to  be  large  knots  in  the  upper  part  of  the 
ligament  though  no  glands  can,  from  the  vagina,  be  felt  at 
its  base,  then  no  doubt  the  vaginal  operation  is  the  best. 
But  if  more  advanced  cases  are  as  a  matter  of  course  to  be 
operated  upon,  coeliotomy  offers  more  chance  of  permanent 
cure.  The  other  speakers  concurred,  Kustner  declaring 
that  Freund's  operation,  although  it  opens  the  way  to  the 
parametrium,  is  for  the  present  too  dangerous  to  exclude 
the  vaginal  method.  Of  18  cases  he  had  lost  4,  but  the 
results  had  improved  since  he  closed  the  vagina,  leaving  a 
Miculicz'  tampon  in  the  abdominal  wound.  He  insisted 
on  the  necessity  of  burning  away  every  particle  of  diseased 
tissue,  a  view  shared  by  most    operators   since  Winter's 
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publication,  v.  Ott  had  seen  most  favourable  results  from 
vaginal  extirpation,  cases  remaining  cured  twelve,  eleven, 
ten,  and  several  for  from  six  to  eight  years.  Like  Olshausen 
he  used  cat-gut  ligatures,  Kustner  prefers  silk,  Falk  employs 
forceps. 

The  Operative  Treatment  of  Uterine  Fibro-Myomata, 

A.  Clarke  (Cambridge,  Mass.),  after  reviewing  the 
numerous  methods  of  operation,  especially  recommended 
salpingo-oophorectomy  for  cases  in  which  perilous  haemor- 
rhage or  the  rapid  growth  of  a  sub-peritoneal  fibroaia 
demanded  interference.  In  many  instances,  especially  of 
intramural  tumours,  ligature  of  the  uterine  arteries  will 
relieve  haemorrhage  and  other  troubles.  Interstitial  growths, 
especially  when  they  tend  towards  the  surface,  demand 
curettement,  best  performed  after  menstruation.  Sub-mucous 
growths  may  often  be  enucleated  from  the  uterine  cavity, 
sub-peritoneal  generally  after  abdominal  cceliotomy,  it  is 
only  when  growing  in  the  lower  part  of  the  womb  that 
they  can  be  shelled  out  from  the  vagina.  If  the  base  is 
too  broad  for  enucleation,  supra-vaginal  hysterectomy  or 
the  combined  abdomino-vaginal  method  is  suggested. 

The  danger  caused  to  pregnant  women  by  myomata, 
Clarke  considers  great.  The  general  condition  is  rapidly 
deteriorated  by  the  rapid  growth  of  the  tumour.  Auto- 
infection  and  a  long  series  of  local  and  general  symptoms 
appear  sooner  or  later.  Pedicled  subserous  tumours  grow- 
ing from  the  lower  segment  of  the  uterus  may  undergo 
retrograde  changes  or  calcify,  but  may  cause  serious  dis- 
turbance by  pressing  on  the  ureters  or  kidneys,  and  myomata 
if  not  removed  by  operation  may,  and  according  to  Clarke 
not  infrequently  do,  undergo  malignant  changes. 

V.  Ott  advocated  vaginal  total  extirpation  ;  Sn^guireff 
a  modified  Doyen  operation ;  La  Torre  in  clear  and 
eloquent  words  denounced  the  rage  for  operation  which  is, 
especially  in  regard  to  these  tumours,  so  very  prevalent ;  no 
myoma  should  be  operated  on  unless  it  caused  trouble,  but 
DtJHRSSEN  thought  that  the  indications  for  the  operative 
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treatment  of  myomata  should  be  expanded,  and  in  particular 
that  small  myomata  should  be  removed  by  anterior  colpo- 
coelio-myomectomy,  referring  to  a  statement  of  Olshausen's 
that  it  was  just  these  small  myomata  that  caused  most 
trouble.  Olshausen,  who  took  La  Torre's  view,  explained : 
the  smallest  myomata  do  cause  trouble  until  they  are 
distinct,  that  is  to  say,  before  an  operation  is  possible, 
as  no  definite  diagnosis  can  be  made.  Many  women  who 
ask  advice  for  myomata  have  no  trouble  at  all,  it  often 
happens  that  they  have  accidentally  learnt,  and  naturally 
with  anxiety,  that  they  have  a  tumour ;  in  others  the  trouble 
is  quite  moderate,  and  in  a  minority  only  is  it  sufficient  to 
justify  an  operation. 

Tuesday  J  August  24, 

Vaporisation. — Sn6guireff  recommended  the  action  of 
steam  at  a  temperature  of  about  100°  upon  the  inner  surface 
of  the  uterus,  as  a  means  of  arresting  uterine  haemorrhage 
when  adnexal  disease  can  be  excluded.  A  short  application 
(i— I  minute)  which  is  seldom  very  painful,  generally  stops 
the  bleeding  at  once  without  interrupting  the  functional 
activity  of  the  womb  (menstruation  and  pregnancy).  Stink- 
ing discharge  is  diminished  and  deodorised.  By  prolonged 
application,  e.g.,  in  incontrollable  post-climacteric  haemor- 
rhage, the  mucosa  may  be  destroyed. 

Hot  steam  is  also  valuable  in  arresting  haemorrhage  in 
major  operations,  and  does  not  interfere  with  healing  by 
first  intention.  Sn^guirefl  had  proved  this  by  experiments 
(section  of  the  femoral  artery,  injury  of  the  cerebral  sinus, 
injury  of  the  kidneys,  &c.),  and  subsequently  performed 
such  major  operations  as  resection  of  the  knee  joint  under 
the  help  of  vaporisation.  Goubareff  gave  a  demonstra- 
tion of  the  method  of  applying  the  steam,  which  is  not 
difl&cult,  and  has  already  been  described  in  the  Therapeu- 
tischen  Monatsheft.  (Nevertheless  this  treatment  seems  for 
the  present  better  adapted  for  clinical  use. — Falk). 

VOL.  xiii. — NO.  51.  27 
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August  24. 
Secondary  Laparotomy. 

NOLTSCHINI,  on  the  ground  of  15  secondary  laparo- 
tomies out  of  a  total  of  654  performed  in  the  Moscow 
gynaecological  clinic  during  the  years  1890-1896,  drew  the 
following  conclusions : — 

(i)  The  principal  complications  which  necessitate  a 
secondary  laparotomy,  ».^.,  a  re-opening  of  the  abdominal 
cavity  after  an  antecedent  operation,  are,  ileus,  internal 
secondary  haemorrhage,  occlusion  of  the  ureters  and  diffuse 
peritonitis.  (2)  While  the  etiology  of  the  three  latter  con- 
ditions is  sufficiently  evident,  we  have  as  yet  no  scientific 
basis  for  the  explanation  of  the  formation  of  the  adhesions 
which  are  the  origin  of  ileus.  (3)  The  substitution  of 
asepsis  for  antisepsis  has  not  lessened  the  number  of  cases 
of  ileus.  (4)  Ligature  of  a  ureter  or  symptoms  of  internal 
haemorrhage  are  indications  for  re-opening  the  abdomen. 
(S)  I"  general  peritonitis  no  definite  indications  for  opera- 
tive interference  can  be  laid  down.  (6)  In  ileus,  on  the 
contrary,  secondary  laparotomy  is  clearly  indicated  ;  its^ 
mortality  is  38*5  per  cent.  (7)  Neither  the  time  of  onset  of 
the  first  symptom  of  occlusion  of  the  intestine,  nor  the 
interval  between  the  occlusion  and  the  surgical  interference, 
affects  the  result.  (8)  The  decision  as  to  surgical  inter- 
ference must  rather  depend  on  the  general  condition  of  the 
patient.  Debility,  collapse,  and  intestinal  paralysis  must  be 
accepted  as  contra-indicating  operation.  (9)  With  improved 
technic  and  ensured  asepsis,  the  number  of  cases  of  peri- 
tonitis, of  slipped  ligatures  causing  internal  haemorrhage, 
and  of  compressed  ureters,  diminishes,  but  there  are  Just 
as  many  cases  of  ileus ;  it  is  therefore  most  important  to 
avoid  any  circumstances  that  may  possibly  lead  to  intestinal 
occlusion.  (10)  Prophylaxis  in  two  directions  is  necessary ; 
before  operation,  as  Fritsch  suggested,  the  excessive  use  of 
purgatives,  which  weaken  the  muscular  tissue  of  the  bowel, 
should  be  avoided,  and  during  the  operation  the  peritoneum 
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should  be  interfered  with  as  little  as  possible  and  protected 
from  mechanical  or  chemical  injury. 

COLPOTOMY  AND   PAN-HYSTERECTOMY. 

Doyen  disagrees  with  those  operators  who  recommend 
colpotomy  as  the  only  proper  method  of  removing  ovarian 
cysts.  One  may  remove  by  the  vagina  without  any  great 
difficulty  cysts  containing  large  quantities  of  fluid  if  uni- 
locular and  free  from  adhesions,  but  when  the  cyst  is  exten- 
sively adherent  the  vaginal  operation  is  a  failure.  To  adopt 
the  anterior  incision  in  all  cases  is  still  more  dangerous. 

Doyen,  when  the  vaginal  method  is  admissible,  makes 
his  incision  in  the  posterior  fornix  ;  this  affords  satisfac- 
tory drainage  and,  with  combined  abdominal  palpation, 
allows  an  investigation  of  the  condition  of  the  posterior 
face  of  the  womb,  and  of  the  adnexae  when  they  are  low 
enough  ;  when  the  vagina  is  sufficiently  wide,  the  diseased 
adnexae,  in  corpulent  women  especially,  frequently  become 
more  accessible  then  by  a  laparotomy.  For  a  unilateral 
operation  Doyen  therefore  recommends  as  the  operation  of 
choice  posterior  colpotomy  rather  than  ventral  coeliotomy. 
It  is  an  additional  advantage  tliat  if  during  the  operation 
the  disease  be  found  to  be  bilateral,  it  is  easy  to  proceed  to 
the  vaginal  radical  operation,  a  far  more  efficient  procedure 
than  mere  removal  of  both  adnexae. 

One  may  operate  on  abscesses  of  the  broad  ligament,  or 
solid  tumours  not  exceeding  the  size  of  a  child's  head,  in 
this  way,  but  it  is  in  cases  of  small  adnexal  tumours  lying  in 
Douglas'  pouch  and  necessitating  unilateral  extirpation  that 
posterior  colpotomy  is  most  valuable.  In  arresting  haemor- 
rhage Doyen  uses  either  suture  or  pressure  forceps,  an 
advantage  of  the  latter  being  that  they  fix  the  stump  near 
the  vaginal  vault  and  so  prevent  infectious  matter  from 
being  discharged  into  the  peritoneal  cavity.  The  use  of 
forceps  should,  nevertheless,  be  confined  to  cases  in  which 
the  introduction  of  the  sutures  is  difficult,  remembering 
always  that  a  forceps  in  good  position  is  better  than  a 
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badly  placed  ligature.  Posterior  colpotomy  is  unsuitable 
for  tumours  developing  upwards  and  reaching  up  to  the 
umbilicus  or  even  beyond  the  iliac  fossae,  and  for  the 
larger  ovarian  cysts,  adhesions  of  which  can  never  be 
excluded  with  certainty. 

Vaginal  total  extirpation  for  prolapse,  for  malignant 
disease  of  the  uterus,  for  bilateral  adnexal  disease,  for  pelvic 
suppuration  and  for  many  myomata,  is  performed  by  Doyen 
without  any  preventive  control  of  haemorrhage,  the  arrest 
of  which  is  secured  generally  by  spring  forceps,  one  strong 
pair  of  which,  with  a  weaker  pair  in  front  of  them  for 
security,  is  applied  to  each  broad  ligament ;  when  and  only 
when  the  ligament  is  very  extensible,  as  in  case  of  a  pro- 
lapsed uterus,  and  the  ligature  can  be  applied  with  safety, 
he  uses  the  latter,  and  in  that  case  generally  closes  the 
abdomen  ;  with  forceps  it  must  of  course  be  left  open. 
The  extirpation  of  the  uterus  is  facilitated  by  median  bisec- 
tion ;  if  the  organ  be  very  large  from  the  development  of 
myomata,  he  is  able  by  thoughtfully  conceived  methods  to 
remove  it  piecemeal  from  the  vagina. 

For  very  large  myomata,  for  malignant  uterine  tumours, 
and  for  adnexal  disease  which  cannot  be  removed  ^cr 
vaginam  and  in  which  removal  of  the  uterus  itself  is  also 
necessary.  Doyen  prefers  abdominal  extirpation  also  with- 
out preventive  control  of  haemorrhage,  the  uterus  for  room 
being  shelled  out  of  its  connection  with  the  bladder  and 
rectum,  and  the  peritoneum  of  the  anterior  uterine  surface 
preserved  to  form  a  ruffle  by  means  of  which,  the  stump 
having  been  brought  outside  the  cavity,  he  closes  the  abdo- 
men. It  is  only  after  protracted  operations  with  great 
injury  to  the  floor  of  the  pelvis,  that  he  inserts  a  glass 
drainage  tube  into  the  vagina.  In  the  discussion  he  gave 
the  following  mortalities  :  vaginal  hysterectomy  for  cancer 
7*8  per  cent.,  for  fibro-myomata  4*6  per  cent.,  for  bilateral 
adnexal  diseases  2*37  per  cent.,  for  abdominal  hysterec- 
tomy less  than  5  per  cent. 

^  DuHRSSEN  anticipated  firmer  adhesions  after  posterior 
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than  after  anterior  colpotomy.  Martin  declared  that  his 
experience  showed  that  the  anterior  operation  was  to  be 
preferred.  For  large  myomata  he  would  rather  do  a  ventral 
cceliotomy  than  a  vaginal  operation,  but  one  should  be  pre- 
pared to  operate  early  and  guard  against  any  routine  plans. 
Where  there  are  extensive  adhesions  or  parametritic  exuda- 
tions it  is  impossible  to  operate  without  preventive  control 
of  haemorrhage.  His  death  rate,  whether  for  vaginal  or 
abdominal  operation,  had  been  very  low. 

On  the  Consistence  and  Elastic  Conditions  of  the 
Uterus  during  Pregnancy,  Labour,  and  Childbed. 

Sonntag  pointed  out  that  the  softening  of  the  uterine 
walls  during  pregnancy  affected  the  body  and  not  the  neck 
of  the  organ ;  if  the  uterine  walls  be  pressed  together  or 
against  a  solid  body,  cg.^  the  symphysis,  they  give  one  the 
idea  of  oedematous  tissue,  the  ovum  itself  is  very  elastic 
under  palpation,  and  one  may  bring  the  finger-tips  almost 
directly  against  each  other  above  the  inner  os  (Hegar's  sign), 
while  the  cervix  on  the  contrary  feels  like  a  firm  roll ;  not 
only  the  lower  segment  but  the  whole  corpus  exhibits  this 
compressibility,  one  may  form  a  fold  in  the  anterior  wall 
while  the  compressibility  at  the  insertion  of  the  tubes  is 
most  characteristic  (Landau).  This  sign  is  reliable  in  the 
early  stages  of  pregnancy.  During  the  latter  portion  of 
gestation  a  considerable  softening  advancing  downwards 
affects  the  cervix  and  is  a  sign  of  the  approach  of  labour  ; 
and  the  questions  whether  the  ovum  is  still  confined  to 
the  corpus  uteri  or  has  descended  into  the  cervix,  whether 
the  waters  have  been  discharged,  &c.,  are  easily  decided 
by  palpation.  Even  in  childbed  the  corpus  uteri  remains 
very  compressible,  the  cervix  remains  so  for  two  or  three 
weeks. 

Drainage  of  the  Uterus  with  Catgut. 

SCHMELTZ,  Nizza,  recommended  a  wick  formed  of  steri- 
lised silkworm  gut  mixed  with  catgut  as  a  harmless  means 
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of  draining  the  uterus,  sometimes  rendering  operation  un- 
necessary ;  the  cervix  if  need  be  is  dilated  with  laminaria. 
He  employs  this  drain  in  puerperal  metritis  and  endo- 
metritis after  curetting  the  uterus  and  cauterising  with 
fuming  nitric  acid  ;  in  chronic  catarrhal  and  purulent  sal- 
pingitis, promoting  the  absorption  of  the  adnexal  tumours 
or  parametritic  exudations  by  massage ;  in  amenorrhoea, 
dysmenorrhoea  and  stenosis  colli,  and  finds  its  application 
for  several  weeks  beneficial  in  anteflexion  and  retroflexion. 
He  very  properly  considers  it  contra-indicated  by  any  acute 
inflammatory  process.  Any  intra-uterine  treatment,  espe- 
cially if,  as  Schmeltz  desires,  it  is  to  be  undertaken  in  the 
presence  of  parametritis  and  inflammatory  adnexal  tumours, 
may  be  dangerous  by  rekindling  inflammation  ;  we  cannot 
tell  that  the  contents  of  the  tube  may  not  be  still  infec- 
tious, nor  whether  a  condition  apparently  chronic  and  free 
from  fever  may  not  become  acute  and,  by  extension  to  the 
peritoneum,  imperil  the  patient's  life. 

The  Etiology  and  Pathogenesis  of  Carcinoma. 

Schmeltz  also  reported  that  he  had  found  in  cancerous 
tissue  from  many  different  organs  protozoa  identical  with 
those  described  by  Foa  at  the  last  congress  at  Rome. 

The  Position  of  the  Embryo  in  Relation  to  the 
Uterus  and  Placenta. 

Murdoch  Cameron,  from  his  experience  in  Caesarean 
sections,  concludes  that  the  position  of  the  embryo  is  deter- 
mined by  the  seat  of  the  placenta.  For  example,  if  the 
placenta  is  situated  on  the  right  side  of  the  posterior  wall 
the  back  of  the  foetus  lies  forward  to  the  left,  and  the 
womb  can  contract  on  to  the  back  of  the  child  without 
causing  any  disturbance  in  the  placental  circulation.  Trans- 
verse positions  probably  arise  in  a  similar  way,  the  foetus 
falling  into  the  longest  diameter  of  the  uterus,  of  which 
latter  the  regular  shape  has  been  altered  by  the  situation 
of  the  placenta. 
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Electricity  in  GvNiECOLOGY. 
Apostoli  since  1896  has  made  11 70  applications  of  the 
wave  current  in  108  women,  and  ascertained  it  to  be  harm- 
less and  free  from  pain.  Without  effect  on  uterine  new 
growths  it  is  a  powerful  means  of  promoting  resorption  of 
perimetritic  exudation,  and  especially  of  rapidly  relieving 
inter-menstrual  and  dysmenorrhceal  pain. 

Afternoon^  August  24. 
Ccelio-Hystero-Salpingo-Oophorectomy. 

JONNESCO,  Bucaresth,  considers  complete  abdominal  cas- 
tration to  be  the  operation  of  choice  in  all  severe  septic 
affections  of  the  genital  organs,  (i)  Diagnostic  errors  as  to 
both  sides  being  affected  are  excluded;  (2)  It  is  an  easy 
operation  entirely  within  view ;  (3)  It  allows  of  the  entire 
removal  of  the  diseased  organs  and  so  affords  the  best 
results,  permanent  as  well  as  immediate  ;  (4)  Compared  with 
vaginal  total  extirpation,  secondary  haemorrhage  and  injuries 
of  bladder,  ureter,  and  intestine  do  not  occur ;  (5)  Under 
asepsis  it  is  as  free  from  danger  as  the  vaginal  method.  He 
has  operated  on  14  cases,  12  for  bilateral  purulent  and  2  for 
tuberculous  affections  of  the  adnexa ;  2  patients  died. 

For  Retro-deviations  of  the  Womb,  he  recom- 
mended a  complicated  operation ;  opening  the  abdomen, 
excision  of  a  wedge  from  the  anterior  uterine  wall,  shorten- 
ing the  round  and  gathering  the  broad  ligaments  into  folds, 
he  had  found  successful  in  4  cases,  some  complicated. 

Abdominal  Sutures. 
Ratchinsky,  St.  Petersburg,  reported,  as  the  result  of 
his  method  of  isolated  suture  of  the  fascia,  deep  stitches 
through  the  entire  abdominal  wall,  and  superficial  suture 
of  the  skin,  that  of  300  women  97  reported  on  from  seven 
months  to  five  years  after  operation,  only  3  had  abdominal 
hernia. 

Uncontrollable  Vomiting  of  Pregnancy. 
Geoffroy,   Paris,   from   continued  observation  of  the 
alimentary  canal,  believes  the  vomiting  to  be  due  to  reflex 
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contractions  of  the  pylorus,  duodenum,  and  especially  of 
the  transition  of  the  ileum  into  the  colon.  He  has  found 
prolonged  palpation  over  the  latter  spot  relieve  it. 

Mme.  Antuchewitsch  was  led  by  the  resemblance  of 
the  symptoms  of  pregnant  vomiting  to  those  of  animak 
deprived  of  sufficient  alkaline  salts  (K  and  Na),  to  prescribe, 
and  always  with  good  results,  large  doses  of  hypophosphate 
of  lime,  glauber  salts,  and  bromides. 

Hydatid  Moles. 
Durante,  in  regard  to  the  importance  lately  drawn  to 
these  degenerations  of  the  ovum  in  connection  with 
deciduoma  malignum,  declared  that  microscopical  examina- 
tion enables  one  to  form  an  opinion  upon  their  malig- 
nancy, and  as  to  whether  a  dissemination  of  the  foetal 
elements  in  the  maternal  system  is  probable. 

Breech  Presentations. 
TsAKiRis,  Paris,  exhibited  a  form  of  forceps  by  means 
of  which  it  is  easy  to  place  a  noose  round  the  hips.  The 
branches  of  the  forceps  are  hollow  and  are  separately 
applied,  and  the  noose  is  then  drawn  through  by  an  elastic 
leader,  or  for  embryotomy  a  chain  saw  may  be  applied  in 
the  same  way ;  the  branches  are  then  carefully  withdrawn 
one  after  the  other. 

On  Perforating  Ruptures  of  the  Vagina  during 

Labour. 
EvERKE,  who  has  previously  published  three  cases  of 
this  accident,  described  a  fourth,  a  case  of  contracted  pelvis, 
in  which  forceps  had  been  applied  by  a  colleague,  and 
he  had  himself  tried  to  perforate  without  success.  Further 
examination  disclosed  that  the  child  was  partly  in  the 
abdominal  cavity,  and  it  was  turned  and  extracted.  The 
woman  collapsed  so  suddenly  that  there  was  only  time 
to  plug  the  vagina.  The  autopsy  showed  the  uterus  to 
be  uninjured,  but  there  was  a  rupture  of  the  vagina  and 
bladder.      In  similar  cases    he    recommended    immediate 
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extraction  of  the  child  through  the  vagina  if  possible,  other- 
wise after  laparotomy.  Exact  suture  of  the  laceration  is 
indispensable. 

Extra-uterine  Pregnancy  and  its  Consequences. 

Electricity. 
N^doroff  advanced  the  opinion  that  up  to  the  middle 
of  the  fourth  month  extra-uterine  pregnancy  should  be 
treated  by  the  electric  current.  Haematocele  should,  even 
if  of  old  date,  be  treated  in  the  same  way,  certainly  up  to 
three  months.     Other  cases  require  surgical  interference. 

Secondary  Plastic  Operations  on  the  Perineum. 

Cholmogoroff  declared  that  even  when  a  laceration 
has  not  been  sutured  within  a  few  hours  of  delivery,  it  is  not 
necessary  to  wait  till  after  childbirth  to  insert  the  stitches, 
and  that  if  when  stitches  inserted  immediately  after  rupture 
are  removed  it  be  found  that  no  union  has  taken  place,  new 
ones  should  be  inserted  without  waiting  for  cicatrisation 
(no  other  contra-indication  existing) ;  it  is,  however,  neces- 
sary to  remove  granulating  tissue  with  a  sharp  spoon,  in 
doing  which  there  is  no  danger.  Lacerations  sutured 
within  two  to  twenty  days  make  an  excellent  union  under 
certain  precautions. 

Infectious  Diseases  during  Pregnancy. 

Jacub  maintained  tliat  gestation  does  not  protect  the 
woman  from  any  infectious  disease,  and  the  danger  to  the 
child  is  very  great,  greatest  in  cases  of  recurrence.  The 
higher  the  temperature  the  greater  the  danger,  but  the  death 
of  the  child  does  not  depend  merely  upon  the  degree  of 
pyrexia — ^the  disease  may  pass  directly  from  the  mother  to 
the  child;  active  refrigerant  treatment  must  be  adopted. 
In  typhus  fevers  interruption  generally  occurs  in  the  second 
week.  The  prognosis  is  no  worse  for  the  woman  than  if 
she  were  not  pregnant.  Infection  may  happen  at  any  time 
of  pregnancy. 


4o6  Reports  of  Societies. 


Prof.  V.  WiNCKEL  having  thanked  the  Russian  colleagues, 
and  Makejeff  and  Sn^guireff  the  visitors,  the  section  was 
closed. 

J.  J.  Macan. 

The  Montreal  Meeting  of  the  British  Medical 
Association,  Sept.  1-3,  1897. 

SECTION  of  obstetrics  AND  GYNAECOLOGY. 

Full  reports  of  this  meeting,  dealing  both  with  its  social 
and  with  its  scientific  aspects,  have  been  appearing  in  the 
Journal  of  the  Association  ;  but  for  our  readers  it  may  be 
of  interest  to  present  here  a  summary  of  the  proceedings 
in  the  section  with  which  we  are  more  especially  concerned. 

first  Day. 

The  Section  was  opened  by  Dr.  William  Gardner,  of 
Montreal,  who  introduced  the  President,  Dr.  W.  Japp 
Sinclair,  of  Manchester. 

Dr.  Henrotin  (of  Chicago)  read  a  paper  on  "The  Oper- 
ation of  Choice  in  the  Surgical  Treatment  of  Septic  Pelvic 
Diseases,  with  special  reference  to  the  early  vaginal  inci- 
sion." The  divScussion  on  this  paper  was  postponed  till 
Thursday. 

Dr.  J.  Algernon  Temple  (of  Toronto)  opened  a  dis- 
cussion on  "  Hyperemesis  Gravidarum."  He  said  he  would 
confine  himself  to  the  question  of  aetiology,  leaving  the 
diagnosis  and  treatment  of  it  to  subsequent  speakers.  In 
looking  over  the  literature  he  had  found  very  little  that  was 
definite  ;  almost  every  writer  who  reported  a  fatal  case 
advanced  his  own  views  as  to  the  possible  cause  of  it; 
but  it  was  only  in  those  fatal  cases  where  a  posUmorteni 
had  been  made  that  statements  of  any  value  were  found; 
the  rest  was  merely  speculative.  Primigravidae  were  the 
principal  sufferers ;  and  it  was  much  more  fatal  than  some 
writers  would  lead  them  to  believe.  The  ordinary  morn- 
ing sickness  of  pregnancy  he  regarded  as  physiological, 
and   not  dependent  on    any  pathological   condition ;  but 
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in  the  pernicious  form  it  was  invariably  accompanied  by 
some  pathological  condition. 

The  majority  of  theories  ascribed  the  pathogenesis  to 
reflex  phenomena  originating  in  conditions  present  in  con- 
nection with  the  pregnant  uterus;  but  the  way  in  which 
uterine  conditions  gave  origin  to  peripheral  irritation  had 
been  variously  explained.  Graily  Hewitt  laid  great  stress 
on  flexions  and  versions  in  the  growing  uterus.  J.  H. 
Bennett  emphasised  the  importance  of  inflammatory  con- 
ditions of  the  cervix.  Howitz  drew  attention  to  the  fre- 
quency of  metritis  and  cellulitis  in  these  cases.  J.  Veit, 
in  three  cases  where  he  had  to  terminate  pregnancy,  found 
inflammatory  conditions  of  the  decidua  vera  and  serotina. 
Ebell  held  the  same  view  and  regarded  the  relation  as 
proven.  Bretonneau  suggested  that  the  peripheral  irritation 
originated  in  the  stretching  of  the  fibres  of  the  growing 
uterus,  and  the  pressure  on  the  nerves  occasioned  thereby. 
Copeman  and  Gill  Wylie  also  adopted  this  explanation, 
whilst  E.  H.  Grandin  suggested  ovarian  irritation  as  a 
cause.  Others  explained  it  as  due  to  a  nervous  tempera- 
ment and  hysteria ;  or  to  disease  of  the  intestinal  tract. 
Haden's  toxic  theory  had  many  adherents,  and  Tumas  had 
recently  located  a  vomiting  centre  in  the  medulla,  in  close 
relation  to  the  centre  which  presides  over  the  generative 
organs.  They  were  all  aware  that  pregnancy  was  accom- 
panied by  changes  in  almost  every  tissue  of  the  body,  as 
well  as  a  hydraemic  condition  of  the  blood  and  a  generally 
exalted  excitability  of  the  nervous  system,  and  his  own  expe- 
rience led  him  to  a  similar  conclusion. 

Dr.  Arthur  Giles  (of  London,  England)  said  that  some 
years  ago  it  occurred  to  him  that  some  light  on  the  subject 
of  hyperemesis  gravidarum  might  be  derived  from  the 
examination  of  the  causes  of  the  ordinary  vomiting  of 
pregnancy.  For  this  purpose  he  analysed  the  records  of 
300  cases  in  the  General  Lying-in  Hospital  in  London,  the 
results  being  recorded  in  the  Obstetrical  Transactions  for 
1893.     He  found  that  in  33  per  cent,  of  the  cases  there  was 
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no  vomiting  at  all  during  pregnancy,  consequently  he  could 
not  regard  the  ordinary  vomiting  of  pregnancy  as  physio- 
logical. Further,  in  50  per  cent,  there  was  no  vomiting 
during  the  first  three  months.  Vomiting  during  the  later 
months  was  frequently  associated  with  hydramnion,  twins, 
or  an  unusually  large  child.  Among  primiparae  especially 
there  was  a  close  relation  between  sickness  of  pregnancy 
and  previous  dysmenorrhoea.  He  concluded  that  vomiting 
must  be  regarded  as  due  to  a  combination  of  three  factors, 
viz.  : — (i)  The  exalted  nervous  tension  characteristic  of  pr^- 
nancy.  (2)  The  presence  of  a  source  of  peripheral  irritation, 
viz.,  the  enlarging  uterus.  (3)  An  easy  channel  of  outlet  for 
this  exalted  tension,  viz.,  the  vagus.  By  the  exaggeration  of 
one  or  more  of  these  factors,  hyperemesis  might  be  pro- 
duced. He  divided  cases  of  hjrperemesis  into  two  distinct 
classes  :  {a)  Cases  associated  with  organic  disease,  in  which 
the  pregnancy  was  an  accidental  complication.  (6)  Cases  in 
which  there  was  no  organic  disease.  He  could  not  agree 
with  Horrocks'  view  that  a  post-mortem  was  necessary  in 
order  to  establish  a  case  of  hyperemesis  gravidarum;  for 
it  was  found  that  patients  might  be  rapidly  going  down  hill, 
whilst  on  terminating  the  pregnancy  the  patient  recovered 
and  showed  no  further  sign  of  disease.  In  the  worst  cases 
he  regarded  the  induction  of  labour  as  the  only  possible 
treatment.  Sometimes  it  was  found  that  if  dilatation  of  the 
cervix  were  employed  for  this  end,  the  vomiting  ceased  while 
the  pregnancy  went  on  to  term. 

Dr.  William  Gardner  (Montreal)  did  not  believe  there 
was  evidence  to  support  Horrocks'  view  thai  unless  an 
autopsy  was  made  the  case  could  not  be  regarded  as  one  of 
hyperemesis.  Young  women  in  perfect  health  conceived 
and  soon  presented  symptoms  which  rapidly  became 
serious.  As  soon  as  the  uterus  was  emptied  the  patients 
completely  recovered.  In  other  cases  speedy  recovery  took 
place  as  the  result  of  minor  local  treatment  or  medication. 
He  had  seen  dilatation  of  the  cervix  act  in  this  way. 

Dr.  R.  B.  Maury  (of  Memphis),  in  a  number  of  cases 
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which  he  had  unfortunately  seen,  had  failed,  after  careful 
examination,  to  find  any  pathological  condition  in  the 
I>elvis  to  explain  the  vomiting  ;  there  were  neither  flexions 
nor  displacements,  nor  was  dysmenorrhoea  a  feature  in  the 
history.  He  had  tried  various  local  measures  and  general 
sedatives,  but  without  success.  He  regarded  the  pulse  as 
affording  the  most  important  indication  for  interference. 

Dr.  A.  J.  C.  Skene  (of  Brooklyn)  considered  that  while 
vomiting  in  pregnancy  remained  physiological  it  was  not 
serious.  But  severe  organic  disease  of  the  pelvic  organs, 
liver  or  stomach  was  liable  to  follow  the  nervous  derange- 
ment. The  liver  was  often  involved  and  the  stomach 
secondarily  so.  Treatment  should  be  based  on  the  com- 
plication present. 

Dr.  Horace  Tracy  Hanks  (of  New  York)  thought 
treatment  consisted  mainly  in  quieting  the  nervous  irri- 
tability, and  in  judicious  feeding  by  mouth  or  rectum. 
Then  local  conditions  should  be  enquired  into  and  treated 
accordingly.  He  had  had  good  results  from  washing  out 
the  stomach.  When  induction  of  labour  was  indicated,  he 
thought  that  in  the  early  months  this  should  be  done  at  one 
sitting,  under  anaesthesia  ;  later,  by  packing  the  lower  zone 
of  the  uterus  with  iodoform  gauze. 

Dr.  Charles  Jewett  (of  Brooklyn,  N.Y.)  advised  the 
use  of  chloral  and  bromides  for  allaying  irritability — he  em- 
ployed them  by  the  rectum  in  maximum  doses  of  120 
grains  daily.  Locally  he  had  found  satisfaction  in  the  ap- 
plication of  cocaine,  both  to  the  vaginal  portion  and  in  the 
interior  of  the  canal.  He  had  lately  combined  this  with 
Copeman's  method.  He  thought  evacuation  of  the  uterus 
was  often  too  long  delayed. 

Dr.  J.  Chalmers  Cameron  (of  Montreal)  observed  that 
here  it  was  especially  important  to  treat  the  patient,  and 
not  the  disease.  Dr.  Giles  had  clearly  pointed  out  that  the 
three  chief  factors  in  hyperemesis  were :  (i)  increased 
nerve-tension  ;  (2)  a  peripheral  irritant ;  (3)  an  easy  chan- 
nel for  the  discharge  of   nerve,  especially  the  vagus.     A 
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rational  treatment  should  proceed  along  these  lines.  Centric 
irritation  was  to  be  relieved  by  nerve  sedatives ;  peripheric 
irritants  were  to  be  removed ;  but  sufficient  attention  had 
not  been  paid  to  local  treatment  for  making  the  discharge 
channel  less  facile. 

After  some  remarks  by  the  President  and  Dr.  J.  F. 
McDonald  (of  Hopewell,  N.  Y.),  Dr.  Algernon  Temple 
replied. 

Dr.  Giles  showed,  for  Dr.  R.  Barnes  (of  London),  a 
drawing  to  illustrate  "  Barnes'  Boundary  Line  "  in  placenta 
previa. 

Dr.  Berry  Hart  (of  Edinburgh)  and  Dr.  Wright  (of 
Toronto)  spoke. 

Dr.  John  Campbell  (of  Belfast)  read  a  paper  on  "  Labour 
Complicated  by  Abnormalities  of  the  Cervix  Uteri  and 
Vagina,"  dealing  with  (i)  atresia  of  the  cervix  ;  (2)  abnor- 
malities of  the  vagina,  (a)  tranverse  septa,  (6)  longitudinal 
septa ;  (3)  abnormalities  of  the  hymen  ;  (4)  a  case  compli- 
cated by  dilated  urethra. 

Drs.  Murray  (of  New  York),  Howard  Kelly  (Balti- 
more), and  Jewett  (Brooklyn),  joined  in  the  discussion. 

Dr.  W.  C.  LUSK  (of  New  York)  gave  *'  A  Contribution 
to  the  Study  of  the  First  Stage  of  Labour  from  a  Frozen 
Section,"  illustrated  by  drawings,  photographs  and  plaster 
casts. 

Dr.  Berry  Hart  complimented  Dr.  Lusk  on  his  admir- 
able and  thorough  piece  of  work. 

Dr.  William  Gardner  showed  a  specimen  of  vesical 
calculi,  removed  from  the  bladder  in  a  case  of  procidentia. 

Papers  by  Prof.  Mayo  Robson  (of  Leeds),  on  "  Porro's 
Operation  for  Tumour  of  the  Pelvis  Complicating  Preg- 
nancy," and  Dr.  T.  W.  Eden  (of  London,  England),  on 
"  Spurious  Abortion,  with  three  Cases,"  completed  the 
business  of  the  sitting. 

Second  Day. 
The  President,  Prof.  W.  Japp  Sinclair  (of  Manchester), 
delivered  an  address  on  "Injuries  of  Parturition,  the  Old 


Reports  of  Societies.  411 

and  the  New."  It  is  impossible  to  summarise  in  a  few  lines 
this  important  address  ;  but  as  it  has  already  appeared  in 
abstract  in  several  journals,  most  of  our  readers  have 
probably  read  it.  If  any  have  not  done  so,  we  should 
strongly  advise  them  to  take  an  early  opportunity  of  studying 
it,  as  they  will  find  in  it  much  that  is  both  important  and 
suggestive. 

Dr.  Franklin  A.  Martin  (of  Chicago)  gave  "  A  Further 
Review  of  the  Treatment  of  Fibroid  Tumours  of  the  Uterus 
by  Vaginal  Ligation  of  the  Base  of  the  Broad  Ligament," 
which  he  summarised  as  follows  : — 

(i)  The  operation  of  vaginal  ligation  of  a  portion  of  the 
t>ase  of  the  broad  ligament,  including  the  uterine  arteries 
and  their  branches,  may  be  considered  a  minor  operation 
from  the  standpoint  of  mortality. 

(2)  The  operation  has  for  its  object  {a)  the  reduction  of 
the  tumour  by  starvation ;  (6)  the  cure  of  uterine  haemor- 
rhage by  depriving  the  uterus  of  two-thirds  of  its  blood 
supply. 

(3)  The  operation  does  not  remove  the  essential  organs 
of  generation  in  effecting  a  cure,  and,  therefore,  does  not 
make  future  childbearing  impossible. 

(4)  The  operation  is  particularly  applicable  in  those 
desperate  haemorrhagic  cases  where  the  depletion  is  such 
that  radical  measures  are  positively  prohibited. 

(5)  It  may  be  resorted  to  in  cases  of  fibroids  of  the 
uterus  in  which  complications  are  such  that  the  ordinary' 
radical  procedures  become  too  dangerous,  or  in  more 
desperate  cases  in  which  such  operations  are  practically 
impossible. 

(6)  The  operation  is  specially  indicated  in  all  small 
bleeding  fibroids  of  interstitial  character  which  are  dis- 
covered because  of  their  rapid  growth  and  increased  haemor- 
rhage just  as  the  menopause  is  approaching. 

(7)  The  operation  may  be  employed  as  a  substitute 
in  all  cases  of  growing  and  bleeding  fibroids  in  which 
patients,  from  fear  or  prejudice,  absolutely  object  to  radical 
procedures. 
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(8)  The  operation  may  become  a  routine  practice  of 
great  value  in  all  bleeding  or  growing  fibroids  in  which  the 
tumour,  or  tumours,  have  not  become  a  burden  because  of 
size,  and  in  which  they  are  sufficiently  interstitial,  so  that 
they  receive  their  principal  blood  supply  through  the 
uterine  arteries. 

(9)  In  fourteen  cases  of  excessively  haemorrhagic  fibroids 
in  which  two  or  more  years  have  elapsed  since  the  opera- 
tion, there  has  been  but  one  relapse  of  haemorrhage  and 
one  of  pain. 

(10)  The  operation  is  not  applicable  in  cases  of  pedi- 
culated  tumours  of  the  submucous  or  subi>eritoneaI  variety. 

The  paper  was  discussed  by  Dr.  ViNEBERG  of  New 
York,  Dr.  Jones  of  Rochester,  Dr.  Skene  of  Brooklyn,  and 
Dr.  Martin  replied. 

A  discussion  on  "The  Vaginal  versus  the  Abdominal 
Route  in  dealing  with  Inflammatory  Conditions  and  Tumours 
of  the  Pelvis,"  was  introduced  by  Dr.  Ernest  W.  Gushing, 
of  Boston,  who  said  the  advantages  of  the  vaginal  operation 
were :  absence  of  the  cicatrix  in  abdomen ;  less  danger  of 
hernia  ;  less  shock.  The  abdominal  route  had  the  advan- 
tages of  greater  certainty  in  diagnosis ;  greater  facility  in 
working  by  sight ;  greater  possibility  in  meeting  unforeseen 
conditions  or  complications,  such  as  rents  in  intestine  or 
an  adherent  appendix,  and  less  danger  of  wounding  the 
ureters. 

Dr.  Skene  (Brooklyn),  formerly  advocated  vaginal  sec- 
tion ;  but  was  impressed  by  the  favourable  results  of  the 
abdominal  section. 

Dr.  John  Campbell  (Belfast),  said  that  danger  to  the 
patient  was  the  true  test  of  the  suitability  of  an  operation, 
and  they  were  not  yet  so  certain  of  the  safety  of  the  vaginal 
method  as  to  enable  them  to  prefer  it.  Cases  naturally  fell 
into  two  groups  :  (i)  those  in  which  the  inflamed  mass 
was  small  and  localized,  for  these  the  best  course  was 
abdominal  section ;  (2)  cases  in  which  the  inflammation 
was  diffused  in  the  pelvis. 
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Dr.  Ross  (of  Toronto)  still  thought  the  method  of 
operating  from  above  to  be  preferable.  Hernia  occurred 
after  vaginal  operations  as  well  as  after  abdominal  ones ; 
and  when  it  occurred  through  the  vagina,  it  was  more 
difficult  to  deal  with  than  when  it  was  through  the  anterior 
abdominal  wound.  He  concluded  by  enumerating  many 
drawbacks  to  the  vaginal  method. 

Dr.  Lapthorn  Smith  (Montreal)  warmly  supported  the 
abdominal  method,  not  from  theory,  but  from  experience. 

Dr.  Berry  Hart  (Edinburgh)  thought  this  question 
should  be  considered  impartially,  and  not  as  one  of  special 
pleading  for  the  abdominal  or  the  vaginal  incision.  The 
majority  of  cases  could  best  be  treated  by  abdominal  sec- 
tion ;  but  in  some  cases,  especially  where  the  uterus  and 
appendages  were  fixed  down,  or  where  there  was  parametric 
suppuration,  the  vaginal  route  was  excellent. 

Dr.  Currier  (New  York)  agreed  that  the  personal  equa- 
tion, as  stated  by  Dr.  Gushing,  was  after  all  the  essential 
point,  1.^.,  every  man  should  use  the  method  which  he  could 
do  best,  the  interest  of  the  patient  being  paramount.  The 
advantage  of  drainage  was  probably  that  which  gave  the 
greatest  value  to  the  vaginal  route,  and  this  advantage  was 
undoubted.  The  wholesale  removal  of  uteri  by  the  vaginal 
method,  whether  diseased  or  not,  was  a  blot  upon  the 
record  of  the  operation. 

Dr.  CUSHING  briefly  replied. 

Dr.  Howard  Kelly  gave  a  demonstration  on  the  ex- 
amination of  the  female  bladder  and  ureters  at  the  Royal 
Victoria  Hospital. 

Third  day. 
A  paper  on   "Obliteration    of    the    Cervix    Uteri,"   in 
French,  was  read  by  Dr.  F.  Lippe  (of  St.  Ambroise  de  Kil- 
dare,  Quebec). 

A  discussion  on  Conservative  Treatment  of  Diseases  of 
the  Uterine  Appendages  was  opened  by  a  paper  by  Dr.  J.  F. 
W.  Ross  (of  Toronto),  who  dealt  with  tuberculous  disease  of 
these  organs. 
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This  was  followed  by  "The  Conservative  and  other 
Treatment  of  Diseases  of  the  Fallopian  Tubes/'  by  Dr.  T. 
More  Madden  (of  Dublin) ;  whilst  Dr.  Howard  Kelly 
(of  Baltimore)  contributed  a  paper  on  "  Conservative  Treat- 
ment of  the  Ovary  in  Hysterectomy  and  Hystero-myo- 
mectomy." 

Dr.  A.  Palmer-Dudley  (of  New  York)  applied  himself 
to  the  question,  "To  what  extent  can  we  do  Conservative 
Surgery  upon  the  Uterine  Appendages  with  safety  to  the 
patient  ?  "  He  gave  an  account  of  his  own  work  in  this 
direction,  saying  :  "  1  determined,  if  possible,  should  a  case 
present,  to  test  the  recuperative  power  of  the  ovary  itself, 
and  in  the  fall  of  1887  I  was  consulted  by  a  woman  who 
required  laparotomy,  but  begged  that  her  ovaries  might 
not  be  sacrificed.  I  gave  her  my  promise,  and  did  the 
work,  removing  portions  of  the  ovaries,  and  bringing  the  re- 
mainder together  with  fine  silk  suture.  This  patient  made 
an  uninterrupted  recovery,  and  a  few  months  later  became 
pregnant.  Fearing  the  pregnancy  would  undo  what  I  had 
done  for  her,  in  spite  of  my  advice  to  the  contrary,  she 
induced  an  abortion  upon  herself  by  injecting  the  uterus 
with  hot  water.  Such  cases  as  I  am  speaking  of  are  not  of 
every-day  occurrence,  and  it  was  some  time  before  I  secured 
another.  Time  will  not  allow  me  to  give  a  description  of 
the  many  cases  I  have  had  since  ;  suffice  it  to  say  that  up  to 
the  present  time  I  have  records  of  68  cases  where  I  have 
removed  portions  of  the  tubes  and  ovaries,  and  returned  the 
appendages  to  the  pelvis.  I  have  not  been  able  to  trace 
them  all  in  their  after-history,  but  I  have  secured  the  record 
of  12  cases  where  a  pregnancy  has  followed,  and  of  these 
12,  8  have  borne  children,  and  4  have  aborted  from  one 
cause  or  another.  In  the  whole  68  cases  I  have  never  seen 
inflammation  follow  in  the  appendage  that  could  be  de- 
tected by  careful  bimanual  touch  in  a  single  case.  In  many 
of  these  cases  I  have  cut  the  ovary  completely  in  two,  longi- 
tudinally, removed  cysts  from  its  centre,  and  sewn  it  up 
again.     1  have  cross-sectioned  it  and  sewn  it  together.     I 
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have  taken  V-shaped  pieces  out  of  it  and  closed  the  re- 
mainder, and  for  cystic  degeneration '  I  have  punctured  it 
through  and  through  in  many  cases  many  times.  I  have 
even  removed  almost  the  entire  ovary,  leaving  a  portion, 
possibly  not  larger  than  a  pea,  and  fastened  that  to  the  ex- 
tremity of  the  tube."  He  concluded  with  an  account  of 
the  various  conservative  procedures  he  had  adopted  in  the 
case  of  the  Fallopian  tubes. 

Dr.  Berry  Hart  (of  Edinburgh)  agreed  with  Dr.  Dudley 
that  the  conservative  treatment  of  appendage  disease  had  a 
future.  Of  course  there  might  be  incomplete  operations  in 
some  cases,  and  recurrence  of  disease  might  take  place.  He 
did  not  agree  with  those  who  advocated  tapping  per  vaginam 
in  tubal  disease. 

Dr.  Perrigo  (of  Montreal)  expressed  his  pleasure  at  the 
courage  of  Dr.  Dudley's  remarks,  and  reported  a  case  in 
which  he  had  removed  a  typical  right  ovarian  abscess,  the 
left  being  healthy.  The  result  of  such  conservatism  was 
that  he  had  twice  since  confined  his  patient,  who  was  now 
three  months  pregnant  with  her  third  child. 

Dr.  Gordon  (of  Portland,  Maine),  in  discussing  these 
papers,  said :  I  may  say  that  I  may  possibly  be  classed  by 
my  friends,  and  certainly  by  my  enemies,  as  a  Radical. 
While  I  have  been  in  times  past  a  teacher  to  some  extent  of 
Dr.  Dudley,  1  am  sure  that  some  of  the  things  I  tried  to 
teach  him  have  remained,  yet  he  has  acquired  much  that  I 
did  not  teach  him,  and  while  I  approve  of  most  of  his  views 
I  may  differ  in  others.  I  most  fully  endorse  his  conserva- 
tive work  and  teaching  in  his  treatment  of  ovaries  and  tubes. 
I  know  from  much  observation  of  it  and  from  my  own 
experience  that  this  is  work  in  the  right  direction,  and  too 
much  of  it  cannot  be  done  when  done  as  well  as  he  does  it. 
It  is  only  a  question  of  judgment  as  to  what  cases  require  it 
and  what  cases  may  need  ablation  altogether.  I  think  men 
are  apt  to  look  upon  women  and  their  functions  from  a 
man's  point  of  view  and  not  from  a  woman's  point  of  view. 
This  function  of   menstruation  when  attended    by  severe 
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suffering,  is  not  so  "  dear  to  women  "  as  some  seem  to 
believe.  I  have  had  a  large  experience  with  women  and 
their  sufferings,  and  when  you  fully  comprehend  the  years 
of  agony  and  invalidism  that  they  have  endured  through 
the  class  of  cases  alluded  to  in  the  papers  read  this  morning, 
you  will  find  that  this  monthly  crisis  is  one  they  dread,  and 
if  by  any  means  reasonable  they  could  avoid  it  they  would 
do  so  only  too  gladly.  In  this  extremity  they  often  widi 
they  had  been  born  of  the  other  sex.  Often  have  they 
wished  themselves  men.  Menstruation  is  not  such  a  great 
boon  as  many  men  seem  to  think,  and  most  gladly  would 
women  dispense  with  it  if  thereby  they  can  be  made  healthy 
and  be  able  to  discharge  their  various  duties  in  life  and 
enjoy  what  they  can  enjoy  only  by  perfect  health.  Now, 
while  I  am  fully  in  accord  with  any  and  every  operation 
that  gives  health  and  at  the  same  time  conserves  any  organ 
or  function,  I  am  sure  that  much  is  done  in  the  name  of 
conservatism  that  conserves  only  a  seriously  diseased  organ, 
retains  a  horribly  distressing  function,  and  leaves  the  woman 
in  a  "last  state  as  bad  as  the  first."  What  I  do  protest 
against  is  a  conservatism  that  leaves  a  uterus  in  the  pelvis, 
after  removing  pus  tubes  and  ovaries  that  have  become 
affected  through  the  uterus,  which  itself  still  contains  germs 
of  infection,  and  may  and  often  does  keep  up  a  congested 
condition  of  the  pelvis,  giving  the  woman  pain  and  suffering 
until  it  is  removed. 

Dr.  Arthur  Giles  (of  London)  said  that  the  ultimate 
test  of  the  value  of  conservative  or  radical  procedures  in 
dealing  with  disease  of  the  ovaries  and  tubes  must  be  the 
after-histories  of  these  cases.  If,  as  the  result  of  conserva- 
tive procedures,  the  patient's  health  was  completely  restored 
with  the  preservation  of  the  functions  natural  to  a  woman, 
they  could  not  but  feel  that  Dr.  Palmer-Dudley  was  doing 
good  work  in  breaking  up  this  comparatively  fresh  ground. 
He  did  not  think  it  was  mere  sentiment  to  wish  to  preser\'e 
to  women  their  normal  functions.  They,  as  physicians, 
were  not  really  concerned  whether  in  the  abstract  women 


Reports  of  Societies.  417 

wished  to  menstruate  and  bear  children  or  not.  Their  aim 
should  be  to  secure  the  normal  working  of  every  organ. 
This  ought  to  hold  as  true  in  gynaecology  as  in  other 
branches  of  medicine.  On  the  other  hand,  conservative 
procedures  might  result  in  the  patient  not  being  cured.  It 
was  after  all  a  serious  thing  to  have  to  perform  a  second 
abdominal  section  on  a  woman.  He  would  urge  that  the 
after-histories  of  these  cases  should  be  carefully  inquired 
into,  and  more  generally  recorded,  so  that  some  criterion 
might  be  set  up,  to  serve  as  a  guide  in  deciding  on  the 
course  of  treatment  to  be  adopted  in  each  individual  case. 

Dr.  William  Gardner  (of  Montreal)  said  that  in  the 
matter  of  the  symptoms  of  tuberculosis  of  the  pelvic  organs, 
his  experience  had  not  been  quite  similar  to  that  of  Dr. 
Ross.  Pain  had  not  been  invariably  present,  neither  had 
there  been  always  elevation  of  temperature.  Dr.  Ross  in 
one  of  his  cases  had  spoken  of  an  ulcer  on  one  of  the  utero- 
sacral  ligaments,  and  in  another  of  cheesy  pus  in  the  Fallo- 
pian tubes  of  a  girl  who  had  never  menstruated,  as  evidences 
of  tuberculosis  in  these  respective  cases.  Without  confirma- 
tory evidence,  microscopic  or  otherwise,  he  (Dr.  Gardner) 
ventured  to  think  the  evidence  was  not  conclusive.  In  his 
experience,  nothing  was  more  difficult  than  to  diagnose 
genital  tuberculosis  from  the  symptoms,  so  closely  did  they 
resemble  those  of  other  infective  diseases  of  these  organs. 

A  discussion  on  "  The  Palliative  and  Radical  Treatment 
of  Uterine  Flexions  and  Displacements,"  was  opened  by 
Dr.  A.  Lapthorn  Smith  (Montreal),  who  took  as  his  subject 
"The  Diagnosis  and  Treatment  of  Retroversion  of  the 
Uterus,  with  Fixation,  and  the  results  of  147  operations  for 
Retroversion."  In  53  cases  Alexander's  operation  had  been 
done,  and  in  94  ventro-fixation.  Comparing  the  two,  he 
said  :  — "  Alexander's  operation  is  positively  contra-indi- 
cated in  every  case  of  retroversion  in  which  the  uterus  is 
adherent;  and  in  the  inability  to  diagnose  adhesions  lies 
the  commonest  cause  of  failures  of  the  operation  to  relieve. 
Anyone,  of  course,  can  recognise  them  when  the  uterus  is 
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retroverted  and  absolutely  immovable.  But  in  many  cases 
the  uterus  is  apparently  movable,  and  by  the  aid  of  the 
sound,  and  even  by  manual  palpation,  it  can  be  brought 
up  to  the  symphysis ;  but  when  the  sound  or  the  fingers 
are  removed,  it  immediately  springs  back  into  its  abnormal 
position.  Such  a  condition  absolutely  contra  -  indicates 
shortening  of  the  ligaments ;  for  if  we  were  to  open  the 
abdomen  we  would  find  one  or  many  layers  of  adhesions, 
which  are  put  upon  the  stretch  the  moment  we  attempt  to 
draw  the  fundus  forward,  and  the  steady  pulling  which  they 
would  keep  up  would  pull  the  shortened  ligaments  out  of 
their  anchorages.  So  that  it  may  be  laid  down  as  a  good 
rule  never  to  attempt  shortening  of  the  ligaments  unless  the 
uterus  can  be  easily  put  up,  and  unless  it  will  stay  up,  for 
a  few  minutes  at  least.  The  question  has  often  come  up 
for  discussion,  whether  Alexander's  operation  is  suitable 
for  prolapse,  and  some  have  taken  the  ground  that  it  is 
not.  The  writer's  experience,  however,  shows  that  it  gives 
a  very  satisfactory  result  in  these  cases,  especially  when 
combined  with  amputation  of  enough  of  the  cervix  to 
reduce  the  uterus  to  its  normal  weight,  and  with  opera- 
tions on  the  anterior  and  posterior  walls  to  close  and 
strengthen  the  pelvic  outlet.  It  would  be  a  mistake  to 
call  upon  the  ligaments  to  carry  a  heavy  uterus ;  they  were 
only  originally  intended  to  draw  the  fundus  forwards  during 
powerful  contractions  of  the  abdominal  muscle,  so  that  the 
intestines  might  be  forced  behind  instead  of  in  front  of  the 
uterus. 

Ventro-fixations. 

"  Of  the  94  cases  thus  treated,  in  21  both  ovaries  and 
tubes  were  removed,  in  26  one  ovary  and  tube  was 
removed.  In  most  of  the  cases  the  uterus  was  retro- 
verted and  fixed  in  the  hollow  of  the  sacrum,  owing  to 
leaky  pus  tubes  having  set  up  repeated  attacks  of  pelvic 
peritonitis,  forming  layer  upon  layer  of  adhesions  binding 
down  the  ovaries  and  tubes  under  the  uterus,  and  constituting 
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inflammatory  exudation,  which  in  time  becomes  organ- 
ised. The  condition  of  many  of  these  women  was  pitiful, 
as  working  or  walking,  or  performing  their  marital  duties 
caused  excruciating  pain,  and  was  often  followed  by  peri- 
tonitis, which  confined  them  to  bed  for  several  weeks.  The 
ovaries  were  generally  fixed  about  two  inches  from  the 
entrance  to  the  vagina,  and  the  uterus  about  three  inches. 
Owing  to  their  faulty  position,  the  circulation  of  these 
organs  was  very  bad,  causing  them  to  be  exceedingly  con- 
gested and  tender.  Because  the  ovaries  and  tubes  had 
been  diseased  for  a  long  time  they  were  removed  ;  but 
there  was  another  reason  for  doing  so,  for  in  order  to 
lift  the  uterus  up  it  was  absolutely  necessary  to  dig  the 
ovaries  out  of  their  bed  of  adhesions,  and  in  doing  so  they 
were  frequently  torn  and  bruised  very  seriously. 

A  few  words  should  be  said  about  the  stitches  for  fasten- 
ing the  uterus  to  the  abdomen.  The  writer  is  now  using 
a  very  fine  size  of  silkworm  gut,  which  appears  !to  be  much 
less  liable  to  cause  suppuration  than  silk.  The  results  have 
been  most  gratifying  in  all  cases  when  at  the  same  time  the 
tubes  and  ovaries  have  been  removed.  If  they  are  healthy 
there  will  be  no  adhesions,  and  ventro-fixation  should  not  be 
done  at  all ;  on  the  other  hand,  the  results  of  Alexander's 
operation  have  been  satisfactory  in  all  cases  in  which  the 
tubes  and  ovaries  are  healthy.  When  they  are  not  healthy, 
Alexander's  operation  should  not  be  done. 

A  paper  by  Dr.  Inglis  Parsons  (London)  followed,  ad- 
vocating "  A  new  Method  of  Treatment  for  Prolapse  of  the 
Uterus."  This  consisted  in  setting  up  a  mild  attack  of 
pelvic  cellulitis,  by  the  hypodermic  injection  of  quinine 
into  the  broad  ligaments.  A  case  was  related  in  which 
this  plan  had  been  adopted,  with  admirable  results. 

Dr.  R.  A.  Murray  (of  New  York)  put  in  a  plea  for  the 
preventive  treatment  of  displacements  by  proper  care  and 
attention  at  the  time  of  labour.  The  principle  that  the 
uterus  is  sustained  normally  by  the  ligaments  and  not  by  the 
floor  of  the  pelvis  is  undoubtedly  the  correct  one.     Nature's 
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plan  of  holding  organs  in  place  is  by  suspension  through 
ligaments — the  uterus  is  no  exception  to  this  rule.  We 
must  therefore  look  to  the  ligaments  to  support  the  uterus  in 
its  normal  position,  and  make  use  of  them  in  retaining  a 
uterus  in  the  position  to  which  we  have  restored  it.  [The 
various  displacements  of  the  uterus  which  are  generally 
recognised  were  then  discussed  in  succession.] 

For  a  permanent  cure  of  chronic  displacements  the 
round  ligaments  are  the  chief  resource  and  the  most  avail- 
able structures  for  retaining  the  uterus  in  its  normal  position. 
[Without  going  into  the  discussion  of  the  relative  merits  of 
ventro-fixation  and  Alexander's  operation,  the  method  of 
shortening  round  ligaments  by  an  incision  through  the  an- 
terior vaginal  fornix  was  described  and  advocated].  This 
operation  permitted  of  conservative  treatment  of  the  ap- 
pendages or  their  complete  ablation,  as  was  indicated  by  the 
condition.  The  operation  gives  promise  of  wide  application, 
and  avoids  the  objectionable  features  of  both  ventro-fixation 
and  Alexander's  operation. 

Dr.  Gardner  (of  Montreal)  wished  to  emphasise  the 
remarks  of  a  previous  (speaker  as  to  the  importance  of 
healthy  nutrition  of  the  pelvic  organs  from  the  point  of  view 
of  both  the  prevention  and  the  cure  of  displacements.  He 
had  very  little  experience  of  the  methods  of  vaginal  fixation, 
and  it  was  not  very  favourable.  Of  the  other  procedures, 
shortening  of  the  round  ligaments  and  ventro-fixation  or  sus- 
pensio  uteri,  he  had  a  very  large  experience,  and  it  was  so 
favourable  that  he  meant  to  continue  to  practise  them  till  he 
had  learnt  a  more  excellent  way.  They  were  not,  however, 
to  be  considered  as  alternative  except  in  a  small  percentage 
of  cases.  He  had  found  the  method  by  hysteropexy  much 
the  least  liable  to  relapse.  In  estimating  the  results  of  those 
procedures  for  the  relief  of  displacements,  it  must  be  remem- 
bered that  most  cases  of  pelvic  disease  in  women  were 
complex,  and  that  displacement  was  one  of  a  number  of 
elements,  the  only  one  which  could  be  directiy  remedied  by 
such  operations.    There  could,  however,  be  no  doubt  that  a 
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normal  position  of  the  uterus  favours  its  recovery  from  cer- 
tain morbid  conditions. 

Dr.  Berry  Hart  (of  Edinburgh)  read  an  important 
paper  on  "  The  Morphology  of  the  Vagina/'  illustrated  by 
diagrams  and  microscopic  preparations. 

Papers  by  Dr.  T.  J.  Alloway  (Montreal),  on  "Gauze 
Packing  in  Pelvic  Surgery/'  and  Dr.  J.  Macpherson 
Lawrie  (Weymouth),  "Notes  on  Thirty-three  Cases  of 
Abdominal  Section,"  concluded  the  business  of  the  Section. 

Arthur  E.  Giles. 
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SUMMARY  OF  GYNAECOLOGY,  INCLUDING 
OBSTETRICS. 

GYNAECOLOGICAL. 

Two  Improvements  of  Doyen's  Method  of  Vaginal  Extrac- 
tion OF  Myomatous  Uteri.  By  Professor  Landau. 
Centralblatt  fiir  Gyndkologie,  June  12,  1897. 

Dr.  Landau  finds  two  defects  in  the  method.  The  first  is  the 
employment  of  extensive  ligatures ;  the  second  is  the  difficulty 
of  forming  sufficiently  long  pedicles  out  of  the  broad  ligaments. 

Landau  advises  that  neither  clamps  nor  extensive  ligatures 
should  be  applied  during  the  excision  to  the  broad  ligaments, 
but  that  these  should  be  cut  through  and  the  spouting  vessels 
seized  one  by  one  and  tied,  whereupon  the  two  layers  of  each 
broad  ligament  should  be  united  by  continuous  catgut  sutures. 
This  was  done  in  two  cases  of  vaginal  hysterectomy  for  fibroids, 
and  it  seemed  very  practicable.  He  also  advises  that  the 
vagino-peritoneal  wound  be  not  left  open  after  hysterectomy, 
but  that  it  should  be  closed  up  completely  by  a  continuous 
catgut  suture  which  should  secure  both  walls  of  the  vagina  and 
both  peritoneal  layers. 

Hysteropexy  and  Pregnancy.  By  Dr.  Emilio  Boralevi. 
Annali  di  Ostetricia  e  Genecologia,  September,  1897. 

This  is  an  inaugural  thesis  written  from  the  materials  of  the 
clinic  of  Professor  Pestalozzi,  of  Florence,  and  is  concerned 
chiefly  with  the  comparison  of  the  merits  of  vaginal  fixation  and 
ventro-fixation  when  pregnancy  supervenes. 

In  speaking  of  vaginal  fixation  it  must  be  noticed  that  there 
is  a  great  difiference  between  trans-peritoneal  fixation  and  intra- 
peritoneal fixation,  since  in  the  first  the  union  is  sero-serous 
and  hence  weak  and  extensible,  while  in  the  second  case  it  is 
fibrous  and  firm  and  very  slightly  extensible. 

If  the  uterus  which  is  bound  down  by  the  fixation  cannot 
expand  sufficiently  in  its  posterior  and  lateral  aspects  abortion 
results.  Dtlhrssen  had  25  per  cent,  abortion,  and  Weberstadt 
27  per  cent.  Thus  75  per  cent,  went  to  term.  The  following 
cases  of  obstruction  of  labour  are  collected  : — 
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Velde  communicated  a  case  of  absolute  obstruction  with  fatal 
uterine  laceration,  to  the  Berlin  Medical  Society,  October  21, 

1895- 

Graefe  reports  a  case  where  Caesarean  section  was  required 
after  vaginal  fixation  by  Mackenrodt*s  method.  The  patient 
recovered. 

Strassmann  reports  two  cases.  The  first  was  terminated 
by  version  after  great  trouble  and  much  laceration.  The  second 
was  a  case  of  coelio-myomectomy  per  vaginam  followed  by  fixation. 

Caesarean  section  was  performed  by  Gusserow,  but  the 
patient  died  of  haemorrhage. 

In  these  four  cases  the  foetus  presented  transversly ;  in  all 
the  anterior  uterine  wall  was  thinned  and  bulged  forward,  so 
that  the  presenting  part  was  caught  in  the  fossa  thus  made. 
Attempts  at  version  were  made  in  all  cases,  and  only  in  one  was 
it  carried  out,  and  then  with  difficulty. 

In  ventro-fixation  followed  by  pregnancy  the  abortions  were 
only  6  in  74  cases,  or  about  8  per  cent.  Ktistner  observed  two 
pregnancies  after  ventro-fixation  terminate  in  abortion. 

Goodwin  noted  several  pregnancies  after  ventro-fixation  which 
terminated  normally.  Pain  was,  however,  produced  by  the 
dragging  of  the  uterus  upon  the  cicatrix. 

Strassmann  saw  a  case  terminate  spontaneously  after  ventro- 
fixation. 

Thus  the  pregnancies  going  to  term  after  ventro-fixation  were 
90  per  cent.     The  disturbances  were  only  dragging  pams. 

Operative  interference  has  been  required  in  14  cases,  out  of 
all  the  ventro-fixations  so  far  performed ;  3  Caesarean  section, 
6  forceps,  5  version. 

He  reasons  that  ventro-fixation  is  the  operation  when  there 
is  a  possibility  of  pregnancy,  because  it  does  not  greatly  obstruct 
labour,  and  he  comes  to  the  following  conclusions  : — 

(i)  In  mobile  retroflexions  which  have  not  been  treated 
successfully  by  pessaries  or  Alexander's  operation,  and  in  all  cases 
of  fixed  retroflexion  which  require  surgical  interference  ventro- 
fixation is  indicated,  because  (a)  under  present  surgical  conditions 
it  is  not  dangerous  ;  (b)  it  replaces  the  uterus  in  its  physiological 
position ;  (c)  relapse  is  rare  if  care  be  taken  ;  (d)  the  bladder  is 
seldom  incommoded ;  {e)  conception  is  facilitated ;  (/)  it  allows 
pregnancy  to  go  to  term ;  (g)  it  does  not  lead  to  complications 
during  labour. 

(2)  Vaginal  fixation  is  advised  against  because  (a)  relapses 
are  more  frequent  after  it  than  after  ventro-fixation  ;  (b)  it  places 
the  uterus  in  pathological  anteflexion  ;  (c)  with  frequent  vesical 
disturbances ;  (d)  it  hinders  conception ;  (e)  it  leads  to  frequent 
abortion  ;  (/)  it  may  expose  the  woman  to  grave  dangers  during 
labour. 

F.  E. 
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Unnecessary  and  Unnatural  Fixation  of  the  Uterus 
AND  ITS  Results.  By  Jambs  F.  W.  Ross,  M.D.,  of 
Toronto,  Canada.  The  American  Journal  of  Obstetrics  ad 
Diseases  of  Women  and  Children  for  December,  1896. 

This  paper  is  a  powerful  denunciation  of  all  methods  of  fixa- 
tion of  the  uterus.  Dr.  Ross  does  not  believe  that  ''  displace- 
ments of  themselves  give  rise  to  the  terrible  array  of  symptoms 
with  which  they  are  credited,"  but  that  by  leaving  the  uterus 
alone,  investigating  carefully  all  the  surrounding  circumstances, 
and  applying  judicious  medical  treatment  the  patient  may  be 
cured.  If  lateral  displacements  give  rise  to  no  symptoms  when 
the  uterus  is  pressed  far  toward  one  side  or  the  other  by  an 
intrapelvic  growth,  it  seems  peculiar  that  backward  flexion 
should  be  endowed  with  such  ill  consequences.  In  young 
women  the  treatment  of  the  flexions  will  not  cure  the  patients 
except  in  exceptional  cases. 

He  compares  the  uterus  to  the  kidney  and  says,  "Buried 
sutures  are  suited  for  application  neither  to  the  kidney  nor 
uterus  (with  one  exception,  viz.,  complete  descensus  uteri 
[after  perinaeorrhaphy  has  failed  to  support]  ;  in  which  case 
fixation  of  the  fundus  uteri  by  buried  suture  is  indicated,  with 
excision  of  a  portion  of  each  tube  to  prevent  pregnancy.) 

Recurrences  of  retroflexion  are  more  frequent  than  are 
stated  by  many  of  the  operators,  and  in  many  cases  in  which  a 
relapse  could  not  be  said  to  have  taken  place  the  symptoms 
were  not  relieved.  In  the  light  of  experience  of  the  difficulties 
met  with  in  cases  in  which  the  buried  suture  has  been  placed 
and  subsequent  pregnancy  has  occurred,  it  becomes  almost 
criminal  to  use  a  buried  suture  without  removing  a  portion  of 
each  tube  to  prevent  subsequent  pregnancy.  Fixation  by  buried 
sutures  endangers  the  woman  from  an  early  miscarriage,  and 
endangers  her  later,  should  the  pregnancy  proceed,  by  producing 
a  thickening  of  the  uterine  wall  that  impedes  the  natural  process 
of  labour. 

Dr.  Ross  is  satisfied  "  that  vaginal  fixation  of  Diihrssen  is 
anatomically  incorrect,  carrying  the  uterus  from  one  extreme 
to  the  other.  After  reviewing  the  treatment  adopted  by  Fowler, 
Mund6,  and  the  treatment  by  ventro-fixation,  he  notes  that 
Scauzoni  admitted  that,  after  he  had  discarded  all  mechanical 
supports  for  the  uterus  and  contented  himself  with  cold  vaginal 
injections,  together  with  the  antiphlogistic  treatment  of  any 
chronic  uterine  inflammation  and  the  application  of  caustic  to 
the  OS  uteri,  and  with  the  endeavour  to  remove  the  chlorotic 
symptoms  which  are  seldom  absent,  he  was  much  better  satisfied 
with  the  results. 

<<  It  is  not  so  much  the  displacement  itself,  but  the  state 
of  the  uterus  associated  with  the  displacement  that  requires 
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treatment.*'  "  We  should  also  be  willing  to  admit  that  we 
know  little  or  nothing  regarding  the  amount  of  local  suffering 
or  functional  disturbance  that  they  produce." 

J.F.J. 

On  the  Value  of  Fixation  of  the  Uterus  in  Cases  of 
Prolapse.  By  Wilthauer,  Halle.  Munch,  nud.  Wohns.y 
1897,  No.  33,  p.  913. 

Fixation  has  not  fulfilled  the  hopes  held  out  by  its  originators. 
In  the  operative  treatment  of  retroflexion  Wilthauer  never 
performs  vagino-fixation  before  the  menopause.  In  women  not 
past  childbearingy  when  other  methods  have  failed,  he  prefers 
to  perform  ventro-fixation ;  so  also  in  prolapse,  when  making  the 
colporrhaphy  he  in  the  former  case  generally  does  a  vaginal 
fixation,  but  if  there  is  still  a  possibility  of  conception  he  does 
a  ventro-fixation. 

Having  had  much  success  with  vagino-fixation,  he  feels  it 
the  more  important  to  report  his  failures.  The  results  of  others 
are  not  very  good,  of  ten  cases  operated  on  by  B.  S.  Schultze  by 
Mackenrodt's  method  eight  relapsed.  Madlener  had  one  relapse 
in  four  cases  by  DQhrssen's.  Theoretically  Mackenrodt's  opera- 
tion gives  firmer  support,  but  two  of  Wilthauer 's  cases  show 
that  solid  attachments  are  not  always  formed;  in  both  the 
anterior  uterine  wall  was  fixed  just  in  the  way  desired,  but 
prolapse  recurred  and  to  a  greater  extent.  He  narrates  the 
following  case : — 

IX.-para,  47,  last  labour  eight  years  ago.  Vaginal  prolapse 
on  any  exertion.     Pessary  treatment  has  failed  repeatedly. 

Prolapse  of  uterus  and  vagina,  8  cm.,  erosion  of  portio. 
Reduction  easy,  uterus  lying  in  retroversion. 

June  13,  1896. — Excision  of  a  large  oval  flap  in  anterior 
vaginal  wall.  Vagino- fixation,  anterior  colporrhaphy,  posterior 
ditto  (Hegar).  Normal  recovery,  patient  discharged  with  the 
uterus  well  antiflexed,  the  perinaeum  retracted  and  the  vagina 
very  narrow. 

September  i,  1896. — The  uterus  still  firmly  attached  to,  but 
rotated  about,  its  point  of  fixation.  Portio  and  posterior  vaginal 
wall  protruding  through  the  open  vagina. 

J.  J.  M. 
A    Preliminary  Report  on   a    New    Method    of    Vaginal 
Fixation.     By  Dr.  E.  Reynolds.     Univ.  Med.  Review. 

Dr.  Edward  Rejmolds,  of  Boston,  after  describing  the  forces 
which  determine  the  normal  position  of  the  uterus  and  showing, 
by  means  of  drawings,  how  a  faulty  attachment,  anteriorly  or 
posteriorly,  would  throw  the  uterus  backward  or  forward, 
described  an  operation  designed  to  correct  a  too  low  anterior 
attachment.     An  anterior  vaginal  incision,  similar  to  that  made 
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in  hysterectomy,  is  made,  and  the  bladder  separated  up  to  the 
level  of  the  internal  os ;  the  uterus  is  then  put  into  position  and 
the  point  at  which  the  bladder  separates  from  the  anterior  wall 
is  determined  by  a  sound  introduced  into  the  bladder ;  a  silver 
wire  suture  in  a  silk  carrier  is  introduced  in  the  vaginal  wall 
at  a  point  in  front  of  the  separation  from  the  bladder,  passing 
obliquely  through  the  tissues  and  emerging  on  the  cut  surface 
below  the  junction  of  the  vaginal  wall  with  the  bladder,  and  then 
drawn  through  the  cervix  at  the  level  of  the  internal  os  and 
brought  out  through  the  anterior  vaginal  wall  at  a  similar  point 
on  the  opposite  side.     A  second  suture  is  placed  as  near  the 
first  as  is  convenient,  care  being  taken  that  the  uterus  is  still 
well  forward.     The  sutures  are  then  twisted  and  turned  down. 
As  the  stitches  will  be  exposed  to  considerable  traction,  coarse 
wire  should  be  used.     The  cut  edges  of  the  mucous  membrane 
are  then  stitched  together  with  fine  catgut  in  such  a  way  as  not 
to  increase  the  tension  on  the  deep  sutures. 

Retroversion    of   Uterus,   one   hundred   and    forty-seven 
.   CASES.     By  Lapthorne   Smith,   M.D.     (Read   before  the 

American  Gynaecological  Society  at  Washington,  May  6, 

1897.) 
Dr.  Smith's  paper  was  based  upon  ninety-four  ventro-fixa- 
tions  and  fifty-three  Alexander's  operations.  He  held  that 
ventro-fixation  was  the  only  operation  that  should  be  enter- 
tained in  cases  of  retroversion  with  adhesions ;  but  it  should  not 
be  done  when  the  uterus  was  movable  and  when  there  was 
no  disease  of  the  appendages  requiring  abdominal  section,  in 
which  cases  Alexander's  operation  had  given  excellent  results. 
There  should  be  no  death  rate  to  either  operation,  neither  should 
there  ever  be  hernia,  either  ventral  or  inguinal,  if  the  following 
directions  were  followed.  The  two  operations  were  equally 
easy,  although  a  few  years  ago  the  author  was  opposed  to 
Alexander's  operation  on  account  of  its  difficulty.  Now  he 
could  invariably  find  the  ligaments,  and  generally  in  from  half 
a  minute  to  a  minute  and  a  half.  He  warned  his  hearers  not 
to  do  Alexander's  operation  if  there  were  any  adhesions,  even 
if  they  were  loose  enough  to  permit  the  uterus  to  be  lifted  up ; 
because  they  would  be  put  upon  the  stretch  and  would  drag  so 
much  upon  the  ligaments  as  to  finally  pull  them  out  of  their 
anchorage.  In  laying  down  the  technique  of  Alexander's  opera- 
tion, he  placed  great  stress  upon  the  importance  of  putting 
aside  all  cutting  instruments  as  soon  as  the  skin,  superficial 
and  deep  fascia  had  been  cut  through.  Instead  of  laying  open 
the  inguinal  canal  as  advocated  by  some  writers,  he  advised  his 
hearers  not  to  cut  a  single  fibre  of  the  intercolumnar  fascia, 
which  was  the  principal  support  of  the  pillars.     Moreover,  he 
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said,  the  slightest  nick  of  the  fascia  of  the  internal  oblique  would 
lead  to  a  false  passage  and  failure  to  find  the  ligament.  If  no 
cutting  instruments  were  used,  but  only  a  Pean's  forceps  to 
draw  out  the  ligament,  there  would  be  no  difficulty  in  finding 
it,  because  there  was  nothing  else  in  the  canal  but  the  ligament. 
In  £act,  with  the  eyes  bandaged  it  could  be  found  and  drawn  out, 
simply  by  introducing  the  closed  forceps  and  then  opening  them, 
when  the  roimd  ligament  will  fall  into  them  and  can  be  drawn 
out.  He  advocated  the  use  of  fine  silk-worm  gut,  which  could 
be  thoroughly  sterilised  and  left  in  permanently.  Occasionally 
he  had  been  obliged  to  remove  a  buried  stitch.  In  case  any 
fibres  of  the  intercolumnar  or  internal  oblique  should  be  acci- 
dentally cut,  great  care  should  be  exercised  in  sewing  them  up  to 
avoid  hernia.  He  had  only  had  one  relapse  after  vent ro- fixation 
and  one  after  Alexander,  which  were  both  subsequently  repaired. 
Several  of  the  cases  of  ventro-fixation  had  since  become  pregnant 
and  had  had  normal  confinements.  Also  several  cases  of 
Alexander  had  had  children.  Many  of  the  patients  had  been 
bedridden  invalids  for  years  before,  and  were  now  enjoying 
excellent  health.  Both  operations,  each  in  its  proper  sphere, 
had  given  the  greatest  possible  satisfaction.  F.  F.  S. 

The  Most  Potent  Causes  of  Pelvic  Inflammation.  By 
Rupus  B.  Hall,  M.D.,  Cincinnati.  Tht  American  y^utnai 
of  Obstetrics  and  Diseaees  of  Women  and  Children^  Dec,  1896. 

In  addition  to  reference  to  septic  infection  following  labour 
and  gonorrhoea,  special  stress  is  laid  upon  septic  infection  follow- 
ing abortion.  A  septic  endometritis  following  abortion  is  not 
well  when  the  patient  is  able  to  leave  her  bed,  but  it  requires  an 
indefinite  time  for  Nature  to  repair  the  diseased  process.  The 
salpingitis  directly  due  to  endometritis  may  go  on  to  suppuration 
in  the  tube  notwithstanding  well  directed  treatment.  This 
salpingitis  is  much  more  frequent  than  is  generally  supposed. 
Better  results  would  be  obtained  in  all  septic  cases  if  the  patient 
were  anaesthetised  and  the  uterus  thoroughly  emptied  of  its 
septic  contents.  The  patient  then  usually  makes  a  prompt 
recovery. 

The  Operative  Significance  of  Metastases  and  Post-Ope- 
rative Recurrences  in  Carcinoma  of  the  Uterus.  By 
W:  W.  Russell,  M.D.,  Baltimore.  The  American  youmal 
of  Obstetrics  and  Diseases  of  Women  and  Children,  Dec.,  1896. 

This  is  a  valuable  paper,  in  which  Dr.  Russell  draws  special 
attention  to  the  operative  significance  of  some  of  the  anatomical 
and  pathological  facts  upon  which  any  advance  in  treatment 
must  depend.  A  full  description  (with  plate)  is  given  of  the 
lymphatics  of  the  uterus  and  vagina.     The  direction  of  the 
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vessels  and  the  position  of  their  glands  can  be  separated  into 
three  distinct  groups.  The  first  group  corresponds  to  the 
uterine  vessel  and  its  terminal  branches  and  supplies  upper 
one  third  of  vagina  and  cervix.  The  first  glands  connected 
with  this  group  are  found  in  the  parametrium  at  the  broad 
ligament  bases  a  short  distance  from  the  cervix.  The  next 
glands  are  those  situated  at  the  dividing  point  of  the  iliac 
vessels.  The  second  group  contains  the  lymphatic  vessels 
supplying  the  greater  part  of  the  uterine  body  and  passing 
out  from  it  along  the  upper  part  of  the  broad  ligament  in  close 
relation  with  the  ovarian  arteries.  The  first  gUnds  met  with 
in  this  group  are  those  in  the  lumbar  region.  The  third  group 
consists  of  vessels  originating  in  the  uterine  cornu  and  passing 
out  in  the  round  ligament  to  the  inguinal  glands.  There  there- 
fore exist  three  avenues  of  escape  for  malignant  growths  of 
the  uterus.  When  the  disease  has  passed  beyond  the  limits  of 
either  group,  rendering  possible  the  invasion  of  the  lymph  vessels 
of  the  body  by  growths  originating  in  the  cervix,  all  chance  of 
complete  removal  is  gone. 

Carcinoma  of  the  uterus  is  divided  anatomically  into  (i)  car- 
cinoma of  portio  vaginalis ;  (2)  carcinoma  of  cervix ;  (3)  car- 
cinoma of  the  body. 

Cancers  of  the  portio  vaginalis  are  primarily  superficial 
growths.  If  they  penetrate  the  deep  tissue  of  the  cervix  they 
may  reach  the  parametrium  and  the  lymphatics.  If  they  extend 
over  the  vaginal  mucous  membrane  they  give  the  best  chance  of 
complete  eradication. 

But  very  deceptive  cases  are  those  in  which  the  extension 
is  by  direct  but  only  superficial  continuation  of  the  growth. 
From  specimens  examined  the  vaginal  demarcation  has  been 
found  to  be  an  inch  or  more  further  microscopically  than  macro- 
soopically.  The  obvious  thing  to  remember  here  is  to  remove 
the  vaginal  wall  freely. 

In  cancer  of  the  cervix  the  direction  of  invasion  is  usually 
laterally  into  and  through  the  walls  of  the  cervix,  and  this,  too, 
is  the  more  dangerous  in  that  the  disease  comes  in  contact  with 
the  bladder  and  parametrium.  In  cases  suitable  for  operation 
the  disease  is  usually  confined  above  by  the  internal  os,  and 
below  by  the  lips  of  the  cervix.  There  may  be  isolated  secondary 
nodules  in  the  mucous  membrane  of  the  uterine  cavity  which 
would  have  an  operative  significance. 

In  cancer  of  the  body  of  the  uterus  extension  may  occur  by 
penetration  of  the  wall  and  implantation  of  the  growth  on  the 
peritoneal  surface,  by  extension  beyond  the  internal  os  to  the 
cervix,  by  infection  of  broad  ligaments,  by  the  lymphatics,  by 
infection  of  the  lymphatics  of  the  round  ligaments,  and  by  ex- 
tension through  the  mucous  membrane  to  the  tube.     Fortunately 
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the  tendency  is  for  the  growth  to  remain  confined  to  the  uterine 
body  and  slowly  penetrate  its  walls.  The  whole  organ  may  be 
degenerated  into  a  malignant  mass  and  yet  show  no  evidence  of 
disease  beyond  its  limits.  Attention  is  drawn  to  the  relationship 
of  the  different  varieties  of  cancer  of  the  uterus  to  their  tendency 
to  recurrence.  In  epithelial  carcinoma  of  the  portio  vaginalis 
the  tendency  of  the  disease  is  to  remain  localised ;  an  enlarge- 
ment of  the  related  lymphatic  gland  does  not  always  signify  a 
metastatic  growth. 

Forty-seven  cases  of  cancer  of  the  uterus  subsequent  to 
hysterectomy  were  investigated.  In  nine  cases  of  cancer  of 
the  body  there  were  two  recurrences  in  periods  of  from  one  to 
five  years.  In  thirty  cases  of  carcinoma  of  the  cervix  (not 
portio  vaginalis)  sixteen  have  since  died  of  local  recurrence. 
Thirteen  of  the  thirty  began  as  epitheliomata  of  the  portio  and 
then  spread  to  the  cervix.  The  remainder  were  malignant 
adenomata,  most  dangerous  of  all  cancers  of  the  uterus,  from  the 
direction  of  their  extension  baffling  all  attempts  at  complete 
removal,  unless  seen  in  a  very  early  stage.  The  practical  deduc- 
tions to  be  drawn  are  : — 

(i)  In  cancers  of  the  portio  vaginalis,  if  the  case  is  suitable 
for  operative  treatment,  a  wide  removal  of  the  vagina  is  in- 
dicated. 

(2)  If  the  local  extirpation  is  complete  the  prognosis  is  good. 

(3)  Growths  of  the  cervix  are  usually  adeno-carcinomata  and 
are  most  malignant.  The  parametrium  should  be  removed  as 
completely  as  possible. 

(4)  Adeno-carcinomata  of  the  body  are  most  accessible  to 
operative  procedure  and  give  the  most  favourable  prognosis. 

(5)  The  hysterectomy  for  cancer  of  the  body  should  include 
wide  removal  of  broad  ligaments,  tubes,  ovaries,  and  round 
ligaments. 

f6)  The  pelvic  glands  should  be  enucleated  if  possible. 
7)  Every  precaution  should  be  taken  to  avoid  implanting 
cancer  cells  on  raw  surfaces. 

J.  F.  J. 

HiEMATOMA  OF   THE    EXTERNAL  GeNITALS.      By  BiNDBR,  PlaueU. 

Centralht.f.  Gyndk.^  1897,  No.  34. 

In  a  woman  of  39,  not  gravid,  and  an  habitual  drinker,  the 
right  labium  and  the  whole  of  the  right  wall  of  the  vagina  was 
the  seat  of  a  haematoma  following  an  effusion  of  blood  into  the 
buttock  of  the  same  side.  This  effusion  had  taken  place  as  she 
was  lifting  a  tub  containing  about  three  pails  of  water  from  a 
stool  to  the  ground,  which  the  author  does  not  consider  implied 
an  exertion  exceeding  ordinary  woman's  work.  The  effused 
blood,  which  caused  great  pain,  was  absorbed  in  fourteen  days. 
Such  cases  are  rare,  and  some  change  in  the  vessels  due  to  the 
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misuse  of  alcohol  must,  he  thinks,  have  been  a  factor  in  the 
case. 

J.  J.  M. 

Ascites  in  Young  Girls.  By  M.  Bonilly,  Surgeon  to  the 
Cochin  Hospital.  Journal  de  Midecine  de  Paris,  October 
lo,  1896. 

Cruveilhier  was  the  first  who  described,  under  the  name  of 
**  ascites  in  young  girls,'*  a  variety  of  abdominal  dropsy  occur- 
ring at  the  time  of  puberty  or  some  years  after.  This  author 
considered  it  an  idiopathic  affection,  as  the  intra-peritoneai 
eflfusion  seemed  to  constitute  the  whole  of  the  affection,  often 
appearing  without  any  premonitory  symptoms,  and  sometimes 
disappearing  spontaneously. 

M.  Bonilly  thinks  that  this  variety  of  ascites  is  attributable 
to  tuberculosis  of  the  Fallopian  tubes  and  ovaries,  and  subse- 
quently of  the  peritoneum.  In  support  of  this  idea,  he  records 
his  own  observation  from  a  large  number  of  laparotomies  of 
many  cases  of  real  local  tuberculosis  of  the  deep  genital  organs 
affecting  the  peritoneum  more  or  less  according  to  the  intensity 
and  duration  of  the  lesions. 

When  the  lesions  are  closely  examined,  he  says,  it  becomes 
evident  that  the  affection  has  first  invaded  the  tube  where  the 
lesions  are  most  marked ;  the  tubal  cavity  is  fuU  of  pus  or 
caseous  deposit,  its  walls  are  infiltrated  with  granulations  or 
interspersed  with  small  soft  foci ;  the  peritoneum  investing  the 
tube  is  affected  with  tuberculous  granulations  in  a  less  advanced 
degree.  Similar  granulations  can  be  seen  on  the  ovary,  the 
broad  ligament,  the  uterus  and  the  pelvic  peritoneum  ;  but  the 
abundance  is  always  greater  upon  the  appendages  than  any- 
where else.  Whether  the  mode  of  infection  has  been  through 
the  blood  or  the  lymph,  the  tuberculous  invasion  has  always 
appeared  to  concentrate  itself  upon  the  genital  organs.  The 
order  in  which  these  lesions  appear  is  generally  as  follows :  first 
in  the  Fallopian  tubes,  the  ovaries  and  the  peritoneum  investing 
them  ;  then  succeed  those  of  the  uterus,  broad  ligaments,  pelvic 
peritoneum,  the  intestinal  loops  which  dip  in  the  recto-uterine 
cul-de-sac.  Subsequently  the  parietal  and  sub-umbilical  peri- 
toneum are  invaded ;  also  the  intestinal  loops  situated  below 
the  umbilicus  and,  at  last,  the  whole  contents  of  the  abdominal 
cavity. 

The  presence  and  quantity  of  the  ascitic  fluid  is  not  in  pro- 
portion to  the  abundance  and  extent  of  the  tuberculous  invasion 
o  ithe  peritoneum.  An  abimdant  intra-peritoneal  effusion  may  be 
observed  with  an  infection  limited  to  the  tubes,  ovaries,  and 
adjoining  peritoneum,  and,  according  to  M.  Bonilly *s  observa- 
tions, it  would  be  in  this  form  of  tuberculosis  limited  to  the 
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appendages  and  small  pelvis  that  the  most  characterised  and 
excessive  ascites  are  met  with. 

On  the  contrary,  it  not  infrequently  happens  that  in  cases 
where  the  whole  peritoneal  cavity  is  invaded  by  the  tuberculous 
process,  the  ascites  is  absent.  The  peritoneal  cavity  has  in 
those  cases,  properly  speaking,  disappeared ;  the  intestinal  loops 
have  become  adherent  to  each  other  and  to  the  abdominal  walls, 
whereas  the  peritoneum,  thus  infiltrated  with  confluent  granu- 
lations, seems  to  have  lost  its  power  of  secreting  exuding 
liquids. 

Putting  aside  this  form  of  dry  peritonitis,  it  may  be  seen  that 
"  ascites  in  young  girls"  may  be  defined  to  be  a  particular  form 
of  tuberculosis  limited  to  the  appendages  and  small  pelvis, 
ascitic  in  character,  evolving  slowly  and  without  fever,  with 
hardly  any  symptoms  of  ill-health,  and  without  producing  much 
change  in  the  ordinary  condition  of  life  for  a  considerable  time. 
This  form  is  characterised  clinically  by  the  development  and  the 
presence  of  an  intra-peritoneal  effusion,  presenting  most  of  the 
general  characters  of  ascites;  anatomically,  by  tuberculosis  of 
the  uterine  appendages  and  a  tuberculous  invasion  more  or  less 
propagated  to  the  adjoining  peritoneum.  The  presence  of  the 
abdominal  dropsy  can  easily  be  observed,  although  it  may  be 
more  difficult  to  ascertain  its  nature  and  position;  the  genital 
lesions  may  be  altogether  unobserved. 

The  clinical  type  is  almost  always  the  same,  the  subjects  are 
young  girls  or  young  women  from  the  age  of  13  to  30,  the 
greater  proportion  between  the  ages  of  16  and  24,  and  generally 
virgins  or  nulliparae.  As  a  rule  pain  is  absent,  or,  after  a  few 
paroxysms  of  pain  on  one  side  or  the  other  of  the  lower  part  of 
the  abdomen,  the  latter  increases  in  size  insensibly  in  the  course 
of  several  months.  The  development  of  the  abdomen  is 
moderate,  the  quantity  of  eflfusion  hardly  ever  exceeding  4  to  8 
litres,  and  very  seldom  attains  the  proportion  of  ordinary 
abdominal  dropsy.  The  abdominal  circumference  may  also 
be  increased  by  more  or  less  flatulence. 

The  patient  becomes  paler,  anaemic,  with  perhaps  a  slight 
puffiness  of  the  face,  at  the  same  time  she  loses  flesh  and  seems 
to  be  affected  in  her  general  nutrition,  but  she  is  seldom  laid  up 
and  generally  only  consults  the  physician  for  the  exaggerated 
abdominal  development.  In  almost  all  these  cases  menstruation 
has  ceased — ^it  is  a  true  amenorrhoea. 

The  abdomen  does  not  present  the  character  of  ordinary 
ascites,  it  is  not  flattened  in  the  middle  and  wide  at  the  sides, 
more  often  it  is  prominent  in  front  and  depressed  at  the  sides  ; 
the  appearance  has  often  been  confounded  with  that  of  an 
ovarian  cyst. 

In  fact,  in  the  ^'  ascites  of  young  girls  *'  the  intestine,  being 
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adherent  and  fixed  in  the  pelvis,  cannot  acquire  with  the  effused 
liquid  the  ordinary  relation  peculiar  to  true  ascites,  nor  the 
symptoms  characterising  it;  consequently,  in  spite  of  the 
presence  of  fluid,  the  tympanitic  soimd  may  persist  in  one  of  the 
sides,  the  umbilical  region,  instead  of  being  resonant  from  the 
floating  of  the  intestines  on  the  efiiised  liquid,  may  be  duIL 
The  various  changes  of  position  may  not  produce  the  usual 
modification  in  percussion  brought  about  by  the  displacement  of 
the  liquid  and  of  the  intestines.  There  may  be  no  fluctuation  in 
the  vaginal  cul-de-sacs^  nor  any  uterine  ballot tement  in  the  fluid 
as  in  the  majority  of  these  cases ;  the  adhesions  have  fixed  the 
uterus  and  excluded  the  fluid  from  the  vaginal  ad-de-sacs. 

The  difl&culty  is  still  further  increased  by  the  instinctive 
contraction  of  the  abdominal  walls  under  the  exploring  hand. 

A  differential  diagnosis  may  be  made  by  bearing  in  mind 
the  following  points: — In  this  form  of  tuberculous  ascites  the 
quantity  of  effused  liquid  is  not  always  the  same  at  different 
periods  at  which  an  examination  may  be  made.  The  patient 
herself  is  conscious  of  variations  in  the  size  of  her  abdomen, 
and  examination  from  time  to  time  will  tend  to  show  that  such 
variations  could  only  be  due  to  an  increase  or  diminution  in 
the  quantity  of  the  peritoneal  effusion.  The  same  change  is 
never  observed  in  an  ovarian  cyst. 

The  liquid  tumefaction  is  difficult  to  map  out  by  palpation, 
it  disappears,  so  to  speak,  under  the  exploring  hand  and  presents 
no  definite  outlines.  It  does  not  appear  localised  but  rather 
difiiise.  Fluctuation  may  remain  doubtful  and  vague  except 
when  there  is  a  large  collection  of  fluid.  In  a  case  where  the 
abdomen  would  be  of  the  same  size,  a  cyst  without  solid  parts 
would  give  definite  fluctuation. 

When  the  patient  is  sitting  and  the  abdominal  wall  has  lost 
its  tonicity,  a  projection  or  bagging  of  the  peritoneal  fluid  may 
be  observed  in  the  region  of  the  recti  muscles ;  but  if  any  pro- 
jection is  observed  in  a  case  of  ovarian  cyst  it  is  not  limited  to 
the  central  region  of  the  recti  muscles,  but  extends  to  the  whole 
region  of  the  abdominal  contour  uniformly. 

The  age  of  the  patients,  the  disturbance  of  the  general  health, 
the  amenorrhoea,  the  recollection  of  some  painful  stitches,  perhaps 
at  times  with  feverishness,  which  may  have  preceded  or  accom- 
panied the  development  of  the  abdomen  and  the  intra-peritoneal 
effusion,  must  be  considered  as  important  elements  of  diagnosis 
in  favour  of  an  ascites  originating  from  tuberculosis  of  the 
uterine  appendages. 

In  general,  palpation  gives  little  or  no  pain ;  in  a  few  cases 
only  it  elicits  pain  in  the  region  of  the  appendages  on  the  sides 
of  the  uterus.  A  vaginal  examination  seldom  supplies  much 
information ;  combined  with  palpation,  it  mscy  manifest  on  the 
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sides  of,  and  behind,  the  uterus  certain  indurations  and  tume- 
factions, the  presence  of  which  would  be  of  great  value  in  the 
diagnosis  as  establishing  a  relation  between  the  peritoneal 
efiiision  and  the  lesions  of  the  appendages.  But  these  peri- 
uterine symptoms  may  be  absent,  and  the  establishment  of 
their  presence  is  not  indispensable  to  affirm  a  diagnosis  of 
ascites  due  to  a  tuberculous  invasion  of  the  appendages  and 
peritoneum.  The  high  position  of  the  lesions  in  the  Fallopian 
tubes  and  the  presence  of  liquid  render  more  difficult  the 
detection  of  the  lesions ;  but  M.  Bonilly  has  found  them  to 
exist  in  all  cases  of  ascites  of  this  order  which  he  has  treated 
by  laparotomy. 

It  is  difficult  to  indicate  in  an  absolute  manner  the  course  of 
«*  ascites  in  young  girls."  M.  Bonilly  has  observed  two  cases  in 
which  the  efiusion  has  been  re-absorbed  spontaneously  under 
the  influence  of  a  general  medical  treatment  and  of  revulsions 
applied  for  a  long  time  on  the  abdominal  wall:  once,  after  a 
single  tapping,  the  liquid  did  not  reappear,  but  the  patient 
continued  to  be  ill  and  had,  some  years  later,  to  undergo  a 
laparotomy  for  the  removal  of  an  enlarged  tube  distended  with 
tuberculous  pus  and  studded  with  granulations  on  its  surface. 
In  all  other  cases  M.  Bonilly  has  intervened. 

P.  Z.  H. 

Vaginismus,  Treatment  of  Three  Cases  of.  By  F.  W.  A. 
Godfrey,  M.B.  Quarterly  Medical  Journal^  vol.  v.,  part  2. 
Dr.  Godfrey  describes  these  cases  in  detail,  and  in  each 
found  the  same  treatment  successful,  viz.,  administration  of  an 
anaesthetic,  removal  of  all  traces  of  the  hymen,  hyper-dilatation 
of  the  vagina,  and  subsequently  systematic  use  of  Marion  Sims' 
vaginal  dilators.  He  found  that  they  did  not  remain  well  unless 
the  dilators  were  used,  but  that  after  their  use  the  patients 
remained  perfectly  well.  One  interesting  point  in  two  of  these 
cases  was  that  the  patients  had  been  previously  confined,  and 
yet  still  suffered  from  vaginismus. 

Treatment  of  Pruritus  VuLViE.  By  P.  Ruge.  Zeitschrift  f. 
Gebertsk.  und  Gyn.  Bd.  xxxiv.,  s.  355. 
As  it  frequently  is  the  local  expression  of  a  general  pro- 
cess, such  as  diabetes,  rheumatism,  albuminuria,  tuberculosis, 
neurasthenia,  &c.,  local  treatment  often  fails,  and  relief  can  be 
only  obtained  by  treating  the  underlying  general  condition. 
Again,  as  it  may  be  caused  directly  by  some  local  pathological 
condition  of  the  genitals,  such  as  herpes,  vaginitis,  metritis, 
cancer  of  the  uterus,  &c.,  a  careful  local  examination  should 
reveal  the  cause  of  trouble  and  indicate  the  proper  line  of  treat- 
ment. Some  obstetricians  describe  an  essential  or  idiopathic 
pruritus  without  apparent  local  causation,  which  they  refer  to 
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central  causes.  Sanger  does  not  admit  the  evidence  of  essential 
pruritus,  but  affirms  the  invariable  existence  of  some  primary 
disease  of  the  vulva,  which  secondarily  affects  the  nerve-endings. 
He  therefore  holds  that  in  most  cases  direct  external  treatment 
will  effect  a  cure,  although  in  some  obstinate  cases  resection  of 
certain  portions  may  be  necessary.  Ruge  expresses  the  opinion 
that  the  essential  part  of  the  local  treatment  is  thorough  dis- 
infection of  both  vulva  and  vagina.  It  should  be  done  as 
carefully  as  if  a  vaginal  operation  were  to  be  performed.  Ruge 
washes,  soaps,  and  then  disinfects  with  sublimate  solution  the 
vulva,  vagina,  and  cervix  till  all  pathogenic  micro-organisms 
have  been  removed ;  he  then  applies  to  the  vulva  an  ointment 
of  carbolated  vaselin  (3  to  4  per  cent.).  The  obstetrician  should 
carry  out  this  local  treatment  himself,  using  his  fingers,  but  not 
brushes  or  instruments,  which  might  cause  fresh  lesions.  Ruge 
says  that  the  positive  and  immediate  results  are  in  most  cases 
surprising.  In  severe  as  well  as  in  mild  cases,  even  when 
complicated  with  deep  and  extensive  ulceration,  cure  is  rapid. 
For  some  years  he  has  treated  systematically  in  this  manner  all 
cases  of  pruritus,  whether  leucorrhoea  was  present  or  not,  with 
surprising  results. 

Double   Uterus  with  Congenital  Atresia  of  Cervix.     By 
Dr.  Hall.     Amer,  Jouvn.  Obst.,  May,  1897. 

This  patient,  aged  13,  first  menstruated  seven  months  pre- 
viously ;  her  second  and  each  succeeding  menstrual  period  had 
been  associated  with  much  pelvic  discomfort.  When  first  seen 
by  Dr.  Hall,  she  appeared  to  be  suffering  from  active  peritonitis, 
and  rectal  examination  revealed  a  large  tumour  filling  the  pelvis. 
Under  anaesthesia  the  tumour  could  be  felt,  extending  into  the 
abdomen  towards  the  right,  and  on  the  left,  attached  to  the 
tumour,  was  a  small  hard  lump,  apparently  the  uterus.  An 
exploratory  abdominal  incision  was  made,  when  there  was  found 
a  large  soft  tumour,  springing  from  the  right  side  of  the  uterus, 
splitting  the  layers  of  the  broad  ligament.  The  right  Fallopian 
tube,  2  in.  in  length,  seemed  to  enter  the  tumour,  while  the 
right  ovary  appeared  healthy,  and  lay  external  to  the  mass. 
The  appearances  indicating  a  haematometra,  it  was  decided  to 
open  the  sac  from  the  vagina.  This  was  accordingly  done,  and 
the  diagnosis  verified  by  the  escape  of  a  quantity  of  retained 
menses  of  characteristic  tarry  consistence. 

The  sac  having  been  emptied  and  washed  out,  the  finger  was 
introduced  into  it,  and  at  the  same  time  a  sound  passed  through 
the  cervix  into  the  left  uterus.  By  this  means,  and  also  by 
inspection,  it  was  established  that  the  condition  was  one  of 
double  uterus,  united  laterally  to  within  an  inch  of  the  fundus, 
the  pelvic  swelling  having  been  formed  by  the  retained  menses 
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in  the  right  half.  There  were  but  two  ovaries  and  tubes,  one 
each  at  the  left  of  the  left  uterus,  and  one  at  the  right  of  the 
right. 

Case  of  Esthiomenic  Menstrual  Ulcer  of  the  Nose.  By 
Dr.  Macnaughton-Jones.  Edin.  Med,  Jowrn.^  October, 
1897. 

The  history  of  this  interesting  case  is  a  very  lengthy  one,  as 
it  was  under  treatment  from  November,  1895,  to  October,  1896, 
and  may  be  somewhat  condensed  from  Dr.  M.  Jones'  own 
description. 

The  patient  consulted  him  for  a  small  ulcer,  situated  on  the 
inner  side  of  the  column  of  the  right  nostril.  The  ulcer  itself 
was  flat,  and  covered  with  a  thin  brown  scab.  The  edges  were 
very  slightly  raised,  and  there  was  a  red  blush  extending  for  a 
little  distance  around.  She  said  that  it  was  then  better  than 
it  had  been  a  few  days  previously,  as  the  menstrual  period  had 
passed  over,  at  which  time  she  became  much  worse.  The  nose 
had  been  affected  for  seven  months,  but  in  the  intervals  between 
the  catamenia  the  inflammation  subsided,  recurring  with  each 
epoch  of  late  with  marked  severity.  She  had  used  various 
topical  remedies,  latterly  without  any  effect.  She  had  been 
under  treatment  a  few  years  previously  for  amenorrhoea,  and 
had  from  time  to  time  suffered  from  erratic  menstruation.  The 
periods  were  still  very  scanty,  and  lasted  at  times  for  only  a  few 
hours. 

The  facial  characteristics  of  the  patient,  the  obvious  obstinacy 
and  increasing  severity  of  the  disease,  added  to  its  local  features, 
gave  rise  at  once  to  apprehension  that  the  ulcer  was  probably  of 
a  tuberculous  character,  and  at  the  outset  a  cautious  prognosis 
was  given. 

Having  carefully  removed  the  scab,  a  chromic  acid  solution 
was  applied  to  the  surface,  an  ichthyol  and  iodoform  ointment 
for  application  was  ordered,  and  placed  on  a  course  of  arsenic 
and  iron,  with  general  tonic  treatment.  There  was  no  trace  of 
tubercular  disease  on  either  side  of  the  family,  save  in  the 
instance  of  an  aunt  who  had  had  some  suspicious  affection  of 
the  nose,  which  had  been  treated  and  cured  by  repeated  scari- 
fications. Father,  mother,  and  all  immediate  relatives  were 
healthy.  The  nose  decidedly  improved,  but  with  the  following 
menstrual  period  there  was  an  exacerbation  of  all  the  symptoms 
— radiating  pain,  increase  of  redness,  and  rapid  spreading  of  the 
ulcer,  with  formation  of  scab ;  and,  believing  the  case  to  be  of 
a  tuberculous  character,  perchloride  of  iron  solution  was  twice 
applied  to  the  affected  area,  but,  despite  of  the  use  of  various 
astringent  and  antiseptic  imguents  and  douches,  and  the  internal 
administration  of  tonics,  cod-liver  oil,  and  thyroid  extract,  the 
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affected  zone  increased,  and  the  ulcer,  at  the  menstrual  period 
in  January,  1896,  put  on  quite  typical  appearances. 

During  December  and  January,  despite  a  variety  of  treat- 
ment, the  condition  became  steadily  worse,  especially  at  the 
times  of  menstruation,  and  after  further  consultation  further 
surgical  measures  were  decided  upon.  At  that  time  the  left  ala 
was  involved,  the  skin  of  which  was  red  and  glazed,  while  a 
black  scab  surrounded  the  entire  margin  of  the  right  nostril  and 
extended  to  the  lip.  The  whole  was  freely  removed  and  fuming 
nitric  acid  applied.  Twice  within  the  next  three  weeks  fresh 
applications  had  to  be  made,  one  of  acid  nitrate  of  mercury  and 
another  of  chloride  of  zinc  paste,  nevertheless  the  disease  now 
extended  to  the  left  side  of  the  septum  and  was  making  its  way 
to  the  lip. 

Microscopic  examination  detected  no  evidence  of  tubercle  or 
malignancy. 

Aiter  each  operative  interference  the  surface  granulated,  the 
sore  healed  from  the  circumference,  and  gradually  cuticle  formed. 
During  March  and  part  of  April  the  column  was  so  far  threatened 
that  the  cartilage  of  the  aperture  became  so  thin  that  it  was 

^uite  translucent,  and  only  a  thin  strip  of  skin  remained,  of  a 
iw  lines  in  thickness.  The  recurrences  at  the  left  side  in 
March,  April,  and  May,  when  the  part  was  almost  healed,  took 
place  before  each  menstrual  period,  and  were  each  time  checked 
by  operative  interference.  In  April  the  dressings  were  com- 
menced which  were  continued  to  the  end  of  the  case,  namely, 
those  with  salactol  and  chinosol.  The  column  gradually  grew 
in  size,  the  left  side  healing  more  perfectly  than  the  right,  where, 
at  the  site  of  the  original  ulcer,  a  minute  abrasion  persisted. 
This,  however,  ultimately  healed  completely,  and  she  passed 
over  a  menstrual  period  without  any  trouble  on  August  17. 
The  catamenia  were  encouraged  bv  the  administration  of 
carbonate  of  iron  and  permanganate  of  potash,  with  ergot. 

On  several  occasions  the  patient  left  London  for  change  of 
air,  but  remained  sufficiently  near.  She  went  to  the  seaside 
from  August  17  to  October  16,  when  unfortunately  a  recur- 
rence took  place  in  the  right  nostril  on  the  site  of  the  original 
sore.  This  attack  again  preceded  a  menstrual  period,  but  the 
abrasion  was  due  to  her  irritating  the  part  with  the  nail  during 
sleep.  This  yielded  to  the  same  treatment  as  that  which  has 
been  already  detailed — the  application  of  zinc  paste  with  salactol 
and  chinosol  dressings,  and  the  subsequent  application  of  the 
cautery. 

The  lady  is  now  quite  well,  and  there  is  really  no  noticeable 
disfigurement. 

F.  F.  S. 
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Hysterectomy  by  Combined  Abdominal  and  Vaginal  Opera- 
tion. By  C.  B.  Penrose,  M.D.,  Philadelphia.  Tiu  American 
Journal  of  Obstetrics  and  Diseases  of  Women  and  Children  for 
December,  1896. 

This  is  a  complete  hysterectomy  for  cancer  by  the  combined 
method,  done  as  follows : — '*  The  abdomen  is  first  opened.  The 
ovarian  arteries  and  the  round  ligaments  are  secured  by  liga- 
tures. The  broad  ligament  is  divided  down  to  the  level  of  the 
internal  os,  and  the  bladder  is  dissected  from  the  anterior  face 
of  the  uterus  and  the  upper  portion  of  the  vagina.  A  small 
gauze  pad  is  then  inserted  in  the  space  between  the  bladder 
and  the  upper  portion  of  the  anterior  vaginal  wall.  A  similar 
pad  is  inserted  at  the  bottom  of  Douglas'  pouch,  immediately 
behind  the  upper  portion  of  the  posterior  vaginal  wall.  The 
abdominal  incision  is  then  closed.  The  woman  is  placed  in 
the  dorso-sacral  position ;  the  posterior  va^nal  fornix  and  the 
anterior  vaginal  fornix  are  opened  by  incisions  made  directly 
over  the  gauze  pads.  The  incision  may  be  made  boldly  and 
quickly,  because  the  pads  prevent  intestinal  injury.  The  vaginal 
mncous  membrane  is  then  divided  on  the  sides  of  the  cervix, 
and  the  basis  of  the  broad  ligaments  are  secured  with  large  for- 
ceps. The  uterus  is  then  cut  away  and  is  removed  through  the 
vagina.  The  gauze  pads  are  withdrawn  and  the  vagma  is 
packed  with  gauze.  The  great  advantage  of  this  operation  is 
that  the  septic  cervix  is  withdrawn  through  the  vagina  and  not 
through  the  peritoneal  cavity. 

J.  F.  J. 

Total  Extirpation  of  Uterus.     By  Dr.  Macphbrson  Lawrie. 

In  a  recent  paper  on  "Total  Extirpation  of  the  Uterus," 
Dr.  Macpherson  Lawrie  ascribes  the  frequent  recurrence  of 
disease  when  the  operation  is  xmdertaken  for  malignant  con- 
ditions to  the  fact  that  it  may  have  taken  a  firm  hold  before  its 
existence  is  declared  by  any  urgent  signs,  and  he  pleads  strongly 
for  the  early  investigation  of  any  doubtful  uterine  symptoms. 

He  refers  to  the  diminishing  mortality  from  the  operation 
itself,  and  points  out  that  the  vaginal  route  is  becoming  in- 
creasingly popular  for  the  treatment  of  many  cases  of  uterine 
and  ovarian  disease. 

■In  coming  to  the  class  of  cases  suitable  for  operation,  a 
caution  is  expressed  in  selecting  only  those  associated  with  a 
fairly  capacious  vagina,  although  the  operation  is  occasionally 
brought  to  a  successful  conclusion  when  the  vagina  is  small 
and  the  uterus  only  moderately  tractable. 

Regarding  details  of  operation,  we  notice  that  he  emphasises 
the  importance  of  cutting  closely  to  the  uterus  when  the  stage 
of  separation  from  other  organs  is  reached,  and  he  writes  at 
some  length  on  the  importance  of  ligaturing  the  broad  ligaments. 
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which  method  he  strongly  advocates  in  preference  to  the  clamp, 
although  rapidity  may  be  better  attained  with  the  clamp ;  this 
advantage  is  counterbalanced  by  the  increased  danger  of  sepsis 
and  injury  to  the  ureters. 

He  does  not  suture  the  peritoneal  flaps,  preferring  careful 
adjustment  and  packing,  and  so  far  has  had  no  anxiety  from 
constricted  or  adherent  bowel. 

On  Jessett's  authority  he  puts  the  recent  average  mortality 
of  operators  in  general  at  10  per  cent,  although  he  states  that 
in  the  hands  of  Jessett,  himself,  and  others  this  Bgure  is  lower, 
and  he  expresses  the  opinion,  in  which  we  share,  that  it  may  be 
still  further  reduced. 

F.  F.  S. 

Abdominal  Hysterectomy  for  Myoma  of  the  Uterus. 

A  very  interesting  discussion  took  place  at  the  Obstetrical 
Society  of  London  on  the  above  subject,  of  which,  as  it  illus- 
trates the  views  held  by  several  of  the  prominent  Fellows  of  that 
Society,  a  full  report  (as  obtained  from  the  Lancet  and  British 
Medical  journal  of  November  13)  is  worthy  of  perusal.  The 
discussion  followed  a  paper  of  Mr.  Bland  Sutton's  with  the 
above  heading,  and  with  brief  notes  of  twenty-eight  cases. 

He  said  that  recent  improvements  in  the  methods  of  perform- 
ing hysterectomy  had  been  followed  by  such  good  consequences 
that  abdominal  hysterectomy  for  myomata  of  the  uterus  too 
large  to  admit  of  vaginal  myomectomy  was  now  rapidly  gaining 
favour,  and  it  was  becoming  a  plain  duty  to  point  out  to  patients 
with  uterine  myomata,  as  was  done  when  they  had  ovarian 
tumours,  that  the  earlier  the  tumours  were  removed  the  less  the 
operative  dangers,  and  therefore  a  diminished  peril  to  life.  It 
was  for  the  purpose  of  showing  how  safely  uncomplicated 
myomata  of  the  uterus  could  be  dealt  with  that  he  ventured  to 
place  before  the  Society  brief  records  of  twenty-eight  cases. 
Whenever  possible,  especially  whfen  operative  interference  was 
necessary  during  the  menstrual  period  of  life,  he  reversed  the 
conditions  of  oophorectomy,  so  that  instead  of  removing  the 
ovaries  and  Fallopian  tubes  and  leaving  the  uterus  and  tumour, 
he  removed  the  uterus  and  tumour  and  left  one  or  both  ovaries 
with  the  corresponding  Fallopian  tube.  This  happened  in  four- 
teen cases  in  the  subjoined  list.  The  immediate  results  01 
this  method  were  admirable,  and  spared  the  patient  at  least  the 
inconvenience  of  an  acute  menopause. 

Under  30          ...  ...  ...  ...  i 

Between  30  and  40  ...  ...  ...  10 

Between  40  and  50  ...  ...  ...  13 

Above  50           ...  ...  ...  ...  4 

28 
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Only  one  patient  had  ceased  to  menstruate  previously  to  the 
operation. 

Mr.  Alban  Doran  insisted  that  whilst  an  ovarian  cyst  nearly 
airways  caused  death  if  not  removed,  a  large  number  of  uterine 
fibroids  remained  stationary  and  harmless.      Others,  however, 
entailed  discomfort  and  danger,  and  then  the  surgeon  must  con- 
sider which   was  the  safest   operation.      Altogether   the   retro- 
peritoneal method  seemed  the  best.     He  found  that   in   cases 
where  the  tumour  was  large  but  the  cervix  free  the  operation 
%vas  especially  satisfactory.     The  arteries  were  easily  reached  or 
felt  and  secured,  the   cervix   could  then    be   divided,  and  the 
healthy  mucus  which  it  contained  was  free  from  germs.     The 
patient  was  saved  from  the  inevitable  direct  and  secondary  evils 
of  the  serre-nceud.      This  advantage  was  marked  in   six  very 
anaemic  cases  where  he  had  successfully  operated  ;  in  one  there 
was  a  sloughing  sub-mucous  growth  which   caused  no  trouble 
after  the  operation.     He  had  lost  two  cases  where  the  operation 
had  certainly  been  deferred  far  too  long  ;  unhealthy  mucus  in 
the  cervix  was  a  source  of  peril  in  sickly  subjects.     No  operation 
for  burrowing  and  cervical  fibroids  could  be  free  from  danger ; 
enlarged  branches  of  the  uterine  arteries  were  here  a  source  of 
peril.      Mr.    Doran    objected   to   leaving   the   Fallopian    tubes 
behind,  and  always  endeavoured  to  take  them  away  with  the 
uterus  undivided.     Their  contents  were  often  unhealthy.     As  to 
the  abdominal  sutures  no  method  was  perfect.     The  numerous 
reports  sent  in  at  the  Geneva  Congress  in  1896  tended  to  show 
that  in  every  case  the  last  method  adopted  by  each  authority  was 
the  best  insurance  against  hernia.     The  fallacies  in  such  evidence 
were  obvious. 

Dr.  Playfair  said  that  he  agreed  as  to  the  great  practical 
interest  of  Mr.  Sutton's  paper,  but  first  he  must  take  exception 
to  the  sweeping  conclusion  that  had  been  arrived  at  that  removal 
of  the  appendages  was  not  to  be  performed  in  any  case  of  fibro- 
myoma.  In  his  experience  in  properly  selected  cases  it  was  one 
of  the  most  valuable  operations,  and  the  results  were  occasionally 
most  brilliant.  He  was  aware  that  this  was  not  the  opinion  of 
the  most  forward  school  of  hysterectomists  either  in  America  or 
England,  who  seemed  to  hold  that  the  mere  existence  of  a  fibro- 
myoma,  whether  it  produced  symptoms  or  not,  was  a  sufficient 
ground  for  hysterectomy.  He  held  this  theory  to  be  most  dan- 
gerous and  untenable.  Dr.  Duncan  had  shown  that  evening 
quite  a  small  fibroid,  not  bigger  than  a  large  orange,  which  he  had 
removed  by  hysterectomy.  Some  of  the  Fellows  had  criticised 
this  procedure  and  said  he  should  have  removed  it  by  vaginal 
enucleation.  He  contended,  however,  that  if  Dr.  Duncan  had 
performed  oophorectomy  he  would  have  subjected  the  patient  to 
infinitely  less  risk  and  have  obtained  quite  as  good  a  result. 
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The  small  mortality,  which  was  practically  nil^  following 
oophorectomy  was  one  of  the  chief  grounds  for  selecting  it  in 
suitable  cases.  Even  in  Mr.  Sutton's  cases  there  had  been  a 
mortality  of  7  or  8  per  cent. ;  conceive  what  it  would  be  in  less 
experienced  and  skilful  hands.  It  seemed  to  him  absurd  to 
compare  the  risks  to  which  the  patient  was  subjected  in  perform- 
ing oophorectomy  and  hysterectomy.  Another  point  he  might 
remark  on  was  the  operation  to  be  selected.  He  felt  sure  that 
the  extra-peritoneal  method  and  clamp  were  doomed.  The  long 
painful  convalescence  was  most  terrible,  and  no  fact  seemed  to 
him  more  certain  than  that  the  intra-peritoneal  plan  had  come  to 
stay.  He  strongly  advocated  suture  of  the  parietes  by  three 
separate  layers. 

Dr.  Horrocks  was  surprised  that  no  mention  was  made  of 
Baer,  who  first  described  the  operation.  Dr.  Galabin  published 
a  paper  on  it,  and  later  Mr.  Harrison  Cripps  brought  forward 
some  cases  before  the  society.  At  the  discussion  on  that  paper 
he  (Dr.  Horrocks)  had  ventured  to  describe  the  operation  with 
the  serre-nceud  as  a  barbarous  one  ;  and  although  exception  was 
taken  to  the  word  at  the  time  opinion  was  now  largely  against 
this  so-called  old  operation.  In  one  case,  after  using  the  serre- 
noeud,  the  patient  had  so  much  pain  from  the  dragging  of  the 
pedicle  that  he  opened  the  abdomen  the  second  time  and  com- 
pleted the  operation  by  Baer*s  method,  and  the  patient  had  been 
well  ever  since.  One  thing  surprised  him  very  much,  and  that 
was  the  large  number  of  cases  operated  upon  by  certain  opera- 
tors. He  could  not  but  think  that  in  many  of  these  cases  no 
operation  whatever  was  required,  for  it  was  a  well-known  fact 
that  fibroid  tumours  were  in  the  majority  of  cases  innocent 
tumours.  They  stood  on  quite  a  different  footing  from  ovarian 
cysts,  which  almost  invariably  proved  fatal  when  left  alone. 
This  point  had  a  bearing  on  the  mortality  of  Mr.  Sutton's  cases, 
for  if  all  the  twenty-eight  cases  were  severe  cases  of  fibroids, 
causing  grave  symptoms  of  haemorrhage  and  such  like,  the  loss 
of  two,  or  a  mortality  of  7  or  6  per  cent.,  could  not  be  called 
great.  He  had  performed  the  operation  twelve  times,  with  one 
death  in  a  case  complicated  with  albuminuria.  Each  of  these 
cases  was  most  serious,  and  none  of  them  so  small  as  some  of 
those  in  Mr.  Sutton's  list.  He  could  not  agree  that  the  mortality 
of  the  operation  was  as  low  as  that  of  ovariotomy.  He  thoi]^ht 
7  per  cent,  a  high  mortality  in  ovariotomy  in  these  days  of 
asepsis.  He  entirely  agreed  on  one  point — viz.,  the  importance 
of  leaving  the  patient  one  or  both  ovaries  when  they  were 
healthy.  He  himself  had  done  this  in  several  instances,  and  con- 
sidered it  a  far  greater  mutilation  to  remove  the  ovaries  than  to 
remove  the  uterus. 

Dr.  C.  H.  Roberts  thought  it  was  a  pity  that  the  history  of 
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the  cases  had  not  been  fully  given,  particularly  as  regarded  the 
symptoms  which  had  rendered  the  operations  described  necessary. 
He  could  not  agree  with  Mr.  Sutton  in  many  points ;  surely  a 
very  large  number  of  fibroids  seen  did  not  require  operation  at 
all.  He  thought  the  sweeping  assertions  as  to  clamp  and  belt 
made  by  Mr.  Sutton  were  undeserved. 

Mr.  Meredith  expressed  his  entire  dissent  from  the  views 
held  by  Mr.  Sutton  regarding  the  duty  of  recommending  early 
operation  in  cases  of   uterine    fibromyoma,   a  course  rightly 
adopted  in  the  case  of  ovarian  tumours.     The  two  diseases  are 
not   comparable  as  regards  the  necessity  for  operative  inter- 
ference, since  the  great  majority  of  fibromyomatous  growths  do 
not  tend  to  imperil  life  and  may  never  require  surgical  treatment, 
while  ovarian  tumours,  on  the  other  hand,   inevitably   prove 
fatal  unless  removed.     It  should  be  borne  in  mind  that  the  fact 
of  recovery  after  an  operation  by  no  means  absolutely  implies 
that  the  treatment   adopted  was  a  necessary  procedure.     Mr. 
Sutton's  views  on  the  value  of  the  intra-peritoneal  treatment 
of  the  uterine  stump  would  appear  to  be  founded  upon  some- 
what  insuflScient    data — ^viz.,  the  results    of   only    twenty-six 
operations,  of  which  two  proved  fatal.     The  speaker's  experi- 
ence with  the  serre-noeud  had  given  him  eighty-three  recoveries 
out  of  a  succession  of  ninety  abdominal  hysterectomies,  includ- 
ing a  run  of  thirty  cases  without  a  fatality  and  two  series  of 
forty  and  forty-seven  respectively  with  but  two  deaths  in  each, 
results  which  had  not  as  yet,  so  far  as  he  knew,  been  equalled 
by   advocates  of  the  intra-peritoneal   method.      At  the  same 
time,  however,  he  fully  recognised  the  advantages  of  the  shorter 
convalescence  required  by  this  latter  plan  of  treatment,  and  he 
had  therefore  now  adopted  it  for  some  six  months  past  with  very 
satisfactory  results.     Mr.  Sutton  did  not  hesitate  to  say  that 
the  operation  of  oophorectomy  had  now  been  entirely  superseded 
by  intra-peritoneal  hysterectomy;   but  he  (Mr.  Meredith)  still 
considered  the  operation  in  question  to  be  a  most  valuable  and 
efficient  method  of  treatment  in   suitable  instances,   giving  a 
mortality  in   his  experience  of  something  under  3   per  cent. 
A  considerable  proportion  of  cases  of  abdominal  hysterectomy, 
especially  where  the  lower  segment  of  the  uterus  is  tolerably 
free  from  growth,   will  recover  easily  whether  the  stump   is 
secured  by  the  serre-nceud  or  by  ligature;  but,  on  the  other 
hand,  many  tumours  are  to  be  met  with  which  will  tax  to  the 
utmost  the  knowledge  and  skill  of  the  operator,  and  the  wise 
surgeon  will  reserve  to  himself  the  power  of  selecting  in  any 
given  instance  the  method  of  treatment  which,  from  his  own 
experience,  he  deems  most  likely  to  secure  the  best  result  for 
his  patient. 

Dr.  William  Duncan  quite  agreed  with  Mr.  Sutton  that  the 
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intra-peritoneal  method  of  performing  hysterectomy  was  £aj 
superior  to  the  extra-peritoneal  method,  in  which  a  clamp  had 
to  be  used  and  the  stump  left  to  slough  away.  He  published 
in  the  Lancet  about  six  months  ago  a  list  of  eighteen  consecutive 
cases,  which  comprised  every  case  (hospital  and  private)  he  had 
performed,  in  which  only  one  death  occurred,  and  that  took  place 
on  the  eighteenth  day  from  pulmonary  embolism,  when  the  patient 
was  considered  convalescent.  He  quite  agreed  with  Mr.  Doran 
that  the  appendages  should  be  removed  as  well  as  the  tumour, 
for  in  not  a  few  cases  of  fibroids  of  the  uterus  it  is  well  known 
that  the  tubes  contain  pus,  hence  a  source  of  danger  if  these  are 
left.  Seeing  the  remarkable  success  that  attended  this  operation, 
he  was  strongly  of  opinion  that  oophorectomy  for  fibroids  should 
be  allowed  to  lapse  into  oblivion  even  in  cases  of  small  tumours, 
for  oophorectomy  in  these  cases  has  a  mortality  of  at  least 
5  per  cent. 

Mr.  Butler-Smythe  thought  credit  was  due  to  Mr.  Sutton 
for  so  clearly  pointing  out  the  additional  risks  attending  the 
performance  of  the  so-called  pan -hysterectomy.  These  risks 
were  not  imaginary,  but  there  was  a  real  danger  to  the  ureters, 
one  or  both  of  which  might  easily  be  cut  across  or  included  in 
the  lowest  ligature.  His  (Mr.  Butler-Smythe's)  ideas  on  the 
subject  under  discussion  were  so  absolutely  opposed  to  the 
views  held  by  Mr.  Sutton  that  he  would  like  to  ask  him  what 
the  signs  and  symptoms  were  which  would  lead  him  to  perform 
hysterectomy.  In  his  opinion  not  one  fibroid  in  twenty  required 
removal,  and  he  was  now  speaking  of  large  tumours  and  not 
of  those  similar  to  the  one  exhibited  that  evening. 

Dr.  Griffiths  entirely  agreed  with  those  who  held  that  the 
intra-peritoneal  method  was  the  preferable  operation.  No  one 
who  had  followed  the  progress  of  many  cases  operated  upon  by 
the  two  methods  would  hesitate  to  admit  the  greater  freedom 
from  suffering  during  convalescence  and  the  general  well-doing 
exhibited  by  patients  after  the  intra-peritoneal  operation.  His 
conviction  was  that  the  operation  of  enucleation  of  fibroids  in 
suitable  cases  with  proper  antiseptic  methods  was  a  very  safe 
and  preferable  operation,  leaving  the  patient  vrith  a  perfect 
uterus  as  well  as  ovaries. 

Dr.  Hey  wood  Smith  said  that  in  1892  he  read  a  paper  else- 
where on  "Sub-peritoneal  Hysterectomy,"  which  he  contended 
described  the  operation  better  than  intra-peritoneal.  In  it  he 
brought  forward  cases  by  GofFe  (New  York^  and  Milton  (Cairo), 
as  well  as  some  by  himself,  and  he  was  glad  to  find  the  most 
advanced  operators  were  pursuing  that  method  to  the  exclusion 
of  the  serre-noeud  oophorectomy  and  so-called  pan-hysterectomy. 

The  President  said  he  had  had  an  opportunity  of  declaring 
his  views  on  the  subject  before  them  so  recently — namely,  in 
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the  discussion  which  took  place  last  year  upon  Mr.  Harrison 
Cripps's  paper — that  he  would  not  occupy  more  than  a  few 
minutes  with  his  remarks  on  the  present  occasion.  He  agreed 
-virith  Mr.  Sutton  in  regarding  the  operation  he  had  described  as 
superior  to  that  of  so-called  pan-hysterectomy.  He  also  agreed 
as  to  the  desirability  of  leaving  if  possible  one  or  both  ovaries. 
The  trend  of  modern  surgery  was  in  the  direction  of  removing 
nothing  that  could  be  avoided  and  in  sparing  wherever  possible, 
both  in  male  or  female,  one  or  both  of  the  essential  organs  of 
reproduction  in  operating  for  diseases  in  which  those  organs 
w^ere  involved. 

Mr.  Bland  Sutton,  in  reply,  expressed  amazement  at  the 
singular  course  the  discussion  had  taken.  He  never  for  a 
moment  anticipated  that  the  horrid  clamp  would  find  a  single 
supporter.  The  clamp  in  the  treatment  of  hysterectomy  was 
doomed,  and  he  ventured  to  predict  that  in  five  years'  time  no 
operator  would  be  found  unwise  enough  to  advocate  its  use. 
In  regard  to  the  wound  he  said  a  yielding  cicatrix  after  any 
form  of  abdominal  operation  in  which  the  wound  was  secured 
by  a  single  row  of  sutures,  was  in  a  certain  proportion  of  cases 
inevitable. 


OBSTETRICAL. 

The  Origin  of  Extra- Uterine  Pregnancy.     By  P.  Strass- 
MANN,  Berlin.    Berliner  kl,  Wchnschr,^  iS97»  No.  36,  p.  776. 

From  the  facts  now  known  of  the  meeting  place  of  ovum 
and  sperma,  the  author  concludes  that  pregnancy  is  always 
extra-uterine  at  its  commencement.  The  advance  of  the  im- 
pregnated ovum  may  be  impeded  by  the  effects  of  perimetritis 
especially,  or  by  developmental  or  structural  abnormalities  of 
the  tube,  or  the  ovum  may  itself  have  become  too  large  to  enter 
the  uterus ;  the  consistency  of  the  ovum  is  likewise  an  important 
matter.  The  implantation  of  an  ovum  in  the  stage  of  chorion 
formation  may  happen,  and  at  a  sound  spot  in  the  tubal  epithe- 
lium induce  syncytial  transformation,  and  the  growth  of  villi 
to  nourish  the  ovum. 

SlALORRHCEA  CuRED    BY    THE    REDUCTION    OF   A    GrAVID    ReTRO- 

FLEXED    Uterus.     By  Audebert,  Bordeaux.      Sem,  med., 
clxx.,  Sept.  15,  1897. 

I.-para,  endometritis  (infectious),  retroflexion,  again  pregnancy, 
ptyalism,  third  month  emaciated,  800  grms.  a  day  besides  what 
swallowed ;  retroflexion  of  gravid  uterus  reduced  without  chloro- 
form in  genu  pectoral  position.  Ptyalism  rapidly  diminished; 
ceased  after  three  days.     Normal  delivery  at  term. 
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CEdema  Acutum  Cervicis  Parturientis.  By  Hans  Meyer, 
Zurich.     CentralbLf,  Gyndk.,  1897,  No.  35. 

In  a  multipara  of  40,  this  rare  complication,  first  described 
by  Gu6niot  in  1872,  formed  a  tumour  as  large  as  the  fist  pro- 
truding from  the  genitals,  and  had  been  mistaken  for  a  prolapse 
of  the  afterbirth  or  a  fibrous  polypus.  Meyer  terminated  the 
labour  by  forceps,  and  in  twenty-four  hours  the  oedema  had 
completely  disappeared. 

Prochownic's  Regimen  to  secure  Small  Children  for 
Contracted  Pelves.  By  Leusser,  Kissingen.  Munch, 
med,  Wchnschr,,  1897,  No.  30,  s.  830. 

It  is  found  by  experience  that  the  foetus  does  not  begin  to 
put  on  fat  till  the  last  months  of  pregnancy,  and  it  is  therefore 
for  the  last  eight  or  ten  weeks  before  delivery  that  Prochownic, 
in  1889,  recommended  that  in  order  to  restrict  the  size  of  the 
child,  a  mother  with  a  contracted  pelvis  should  be  given  a  diet 
poor  in  fat  but  rich  in  albumen.  If  so  the  foetus  remains  of 
about  the  same  weight  it  had  when  the  diet  was  begun,  and  its 
strength  is  not  impaired.  This  method  Prochownic  had  found 
to  secure  a  remarkably  easy  course  of  labour  in  three  cases  of 
contracted  pelvis,  Leusser  adopted  it  in  a  woman  who  had 
had  nine  very  difficult  labours,  and  by  means  of  Prochownic's 
method  for  ten  weeks  before  the  delivery,  secured  a  very  meagre 
but  perfectly  developed  child,  which  was  born  in  two  hours. 

The  Importance  of  the  Bacterium  Coli  in  Obstetrics — 
Tympania  Uteri  and  SAPRiEMiA.  By  Gebhard.  Zdtsck.f. 
Geb,  u.  Gj'w.,  XXX vii.,  3. 

The  author  has  collected  thirty-five  cases  of  tympania  uteri, 
including  those  previously  published.  In  eighteen  of  these  the 
presence  of  the  bacterium  coli  was  demonstrated,  in  the  other 
seventeen  the  results  of  culture  were  doubtful  or  negative,  and 
he  believes  that  the  most  common  cause  of  tympania  uteri  is 
this  micro-organism  infection  taking  place  either  by  transmi- 
gration, either  independent  through  the  capillaries,  or  by  the 
examiner's  fino^er.  On  the  other  hand  he  believes  that  the 
anaerobic  bacilli  are  of  still  greater  importance  in  the  so-called 
putrid  emphysema,  such  as  occurs  in  general  putrid  infection. 
From  the  blood  of  two  cases  of  this  kind  he  got  cultivations  of 
the  bacilli  which  were  pathological  for  mice,  and  induced  sub- 
cutaneous emphysema  at  the  place  of  inoculation. 

Uterine  Carcinoma  and  Pregnancy,  By  Olshausbn.  TAiisch. 
f,  Gtb.  u,  Gyn,,  xxxvii.,  3. 

Olshausen  summarises  the  lessons  taught  by  his  own  ex- 
perience and  that  of  others  as  follows  : — If  the  fruit  of  the  womb 
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be  not  viable,  the  interest  of  the  mother  alone  has  to  be  con- 
sidered, and  if  the  radical  removal  of  the  new  growth  be  still 
possible,  up  to  the  end  of  the  sixth  month  Olshausen  recom- 
mends vaginal  total  extirpation  of  the  uterus,  the  waters  being 
first  drained  away.  If  the  entire  uterus  is  too  large  for  this,  it 
must  be  emptied  and  then  removed  by  the  vagina. 

When  the  carcinoma  can  no  longer  be  completely  eradicated, 
the  interference  must  be  in  favour  of  the  child,  aad  therefore 
eventually  may  demand  conservative  Caesarean  section  at  the 
commencement  of  spontaneous  labour.  If  when  the  patient  is 
first  seen  the  child  is  already  viable,  the  carcinoma  still  operable 
and  labour  begun,  delivery  should  be  completed  in  the  way 
most  sparing  to  the  mother,  and  should  Caesarean  section  be 
necessary,  the  uterus  should  be  stitched  up  after  removal  of  the 
placenta  and  without  amputation  at  the  cervix  be  extirpated 
per  vaginam.  Abdominal  extirpation  can  only  in  special  cases 
be  substituted  for  vaginal. 

Nephrorrhaphv  during  Pregnancy.  By  Merkel  (of  Niim- 
berg).     Munch,  nted.  Wochens.,  August  3,  1897. 

Merkel  was  consulted  by  a  woman  of  29,  who  for  two  years 
had  had  more  or  less  continuous  abdominal  pain,  which  com- 
menced with  an  acute  attack  which  lasted  for  two  days,  and 
included  two  others  lasting  nearly  three;  the  last  fourteen  days 
before  her  admission  was  the  worst  and  drove  her  to  seek  advice. 
Nausea,  vomiting,  distension  of  the  abdomen  and  obstipation. 
Urine  free  from  albumen  and  sugar.  A  movable  tumour  as 
large  as  the  palm  of  the  hand,  easily  displaced  backwards,  but 
returning  at  once  to  its  position,  was  found  in  the  left  hypo- 
chondrium,  and  was  diagnosed  as  a  floating  kidney,  and  the 
three  acute  attacks  as  due  to  tension  and  traction  of  the  ureter. 
Though  she  was  four  months  pregnant,  on  December  2  the 
kidney  was  secured  to  the  m.  sacro  lumbalis  by  four  stitches ; 
two  of  these  were  removed  on  the  sixth  day,  on  account  of 
symptoms  suggesting  general  peritonitis,  but  she  improved  on 
the  seventh,  and  in  spite  of  a  lymphatic  fistula  which  ultimately 
healed,  she  continued  to  get  well ;  from  the  fifteenth  no  bad 
symptom.  Discharged  cured,  February  20,  1897.  Pregnancy 
not  interrupted.  J.  J.  M. 

Death  of  Fcetus  in  Utero  from  Gunshot  Wound.  Recovery 
OF  the  Mother.  By  S.  W.  Robinson,  M.D.  Lancet^ 
October  23,  1897. 

A  woman,  aged  18,  was  pregnant  eight  months.  She  was 
accidentally  shot  in  abdomen  at  a  distance  of  three  metres. 
There  was  no  bleeding  from   the  external  wound,  situated  a 
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little  to  the  right  and  below  the  umbilicus,  but  some  extravasa- 
tion of  a  liquid  which  was  considered  afterwards  to  be  amniotic 
fluid.  No  signs  of  collapse.  Labour  set  in  one  hour  afterwards, 
but  the  pains  were  feeble,  so  that  about  fifteen  hours  later  forceps 
were  applied.  Sharp  haemorrhage  followed  delivery,  and  on 
the  hand  being  passed  into  the  uterus,  an  opening  in  the  anterior 
wall  could  be  felt,  with  a  part  of  the  membranes  prolapsed  and 
held  tight  in  the  same.  This  portion  was  allowed  to  remain 
and  the  uterus  was  washed  out  with  hot  creoline  lotion.  She 
made  an  uninterrupted  recovery.  The  bullet  passed  through 
the  foetus  (entering  at  the  right  shoulder  and  emerging  in  the 
left  iliac  region),  and  was  found  in  the  uterine  blood-dots. 

Three  Cesarean  Sections  on  the  same  Patient.  By  Vak 
DE  Poll.  CentralbL  /.  Gyn&k. 
The  patient  had  a  small  flat  pelvis,  with  a  conjugate  diameter 
of  2|  in.  Her  first  three  pregnancies  resulted  in  intra-uterine 
death  of  the  foetus,  with  their  expulsion  in  a  macerated  con- 
dition. On  February  12,  1886,  being  pregnant  with  a  full- time 
foetus,  Caesarean  section  was  performed  by  Professor  Van  der 
Mey,  and  a  living  female  child  born.  On  September  25,  1888, 
Professor  Mey  in  a  similar  manner  delivered  her  of  a  male  child. 
The  operation  on  this  occasion  was  complicated  by  strong 
vascular  adhesions  between  the  anterior  uterine  wall  and 
abdominal  parietes.  Seven  and  a  half  years  later,  Febru2U7i 
1896,  being  again  pregnant  at  near  full  time,  Caesarean  section 
was  performed  by  Dr.  Van  de  Poll.  On  this  occasion  the 
adhesions  between  the  uterus  and  the  abdominal  wall  were  so 
extensive,  and  involved  so  much  destruction  of  tissue,  that  it 
was  deemed  advisable  to  remove  the  uterus  by  Porro's  method. 
The  pedicle,  however,  was  treated  intra-peritoneally,  and  a 
portion  of  the  abdominal  wall,  including  the  old  cicatrix,  was 
removed.  The  patient  made  an  excellent  recovery,  and  suckled 
the  child. 

Symphysiotomy,  from  the  General  Practitioner's  Point  of 
View.  By  J.  Braithwaite,  M.D.  QuarUrly  Medicel 
Journal,  vol.  v.,  part  2. 

Dr.  Braithwaite  maintains  that  there  can  be  no  doubt  that 
the  operation  of  symphysiotomy  answers  its  purpose,  and  that 
by  it  the  lives  of  infants  can  be  preserved,  whilst  it  is  practically 
without  danger  to  the  mother.  In  three  cases  of  his  own  aU 
the  mothers  recovered,  and  two  of  the  three  children.  He  then 
describes  the  operation  in  detail,  in  order  to  prove  his  further 
contention  that  it  comes  within  the  ran^e  of  operations  which 
can  be  performed  by  the  general  practitioner,  and  advises  that 
neighbouring  doctors  should  keep  a  set  of  instruments  (in  com- 
mon) ready,  seeing  that  such  are  emergency  cases,  and  that 
there  must  often  be  no  time  for  summoning  a  specialist. 
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Trbatment  op  Eclampsia.    By  Charpbntier.    Annals  ofGyn. 
aiidPed. 

Dr.  Charpentier  draws  the  following  conclusions : — 
(i)  Every  pregnant  woman  with  albumen  in  her  urine  being 
exposed  to  attacks  of  eclampsia,  the  milk  diet  giving  splendid 
results  against  the  albuminuria,  and  in  particular  that  met  with 
in  pregnancy,  the  urine  of  pregnant  women  should  be  examined 
with  the  greatest  care,  and,  if  the  presence  of  albumen  is 
ascertained,  no  matter  how  small  it  may  be  in  quantity,  an 
absolute  and  exclusive  milk  diet  should  be  instituted.  This  is 
the  preventive  treatment  par  excellence  of  eclampsia.  In  cases 
in  which  oedema  is  present  without  albuminuria,  it  is  well,  if 
not  an  absolute  necessity,  to  prescribe  the  milk  diet. 

(2)  If  the  patient  is  strong  and  vigorous  and  cyanosis  is 
present,  he  begins  by  venesection,  200  to  300  grammes  being 
drawn,  followed  by  chloral.  Milk  is  then  administered  by  the 
mouth  and,  if  necessary,  through  a  sound. 

(3)  The  attacks  themselves  are  opposed  by  inhalations  of 
chloroform,  and  diuresis  is  encouraged  by  subcutaneous  injections 
of  artificial  serum. 

(4)  If  the  woman  is  delicate,  the  cyanosis  not  very  marked, 
and  the  attacks  not  very  frequent,  chloral  should  alone  be 
given. 

(5)  The  physician  should  wait  until  the  labour  occurs  spon- 
taneously, and  should  allow  it  to  end  without  intervention  every 
time  that  this  is  possible. 

(6)  If  labour  come  on  spontaneously,  but  does  not  end 
because  the  uterine  contractions  are  too  feeble  or  too  slow,  he 
should  end  the  labour  by  forceps  or  version,  followed  by  extrac- 
tion, if  the  child  is  living,  or  by  a  cephalotripsy,  basiotripsy,  or 
cranioclasy  if  the  child  is  dead. 

(7)  Before  an  intervention  he  should  wait  imtil  there  is  com- 
plete dilatation,  or  at  least  a  dilatability  of  the  cervix,  in  order 
that  the  operation  may  be  done  without  danger — that  is  to  say, 
without  violence,  and  consequently  without  danger  for  the 
mother. 

(8)  Induced  labour  should  be  reserved  for  a  few  exceptional 
cases. 

(9)  Caesarean  operation  and  accouchement  force  should  be 
absolutely  rejected  as  current  methods  in  the  treatment  of 
eclampsia. 

Serum  Treatment  of  Puerperal  Infection.    By  F.  W.  N. 
Haultain,  M.D.Ed.     Edin.  Med.  Jour. ^  Aug,,  i8gy. 
After  giving  the  details  most  carefully  of  these  cases.  Dr. 
Haultain  summarises  the  present  position  of  serum  treatment 
as  follows : — 
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(i)  The  benefits  of  the  serum  treatment  of  puerperal  infection 
cannot,  as  yet,  be  said  to  be  proved,  although  it  gives  promise  of 
much  value.  The  proof  practically  rests  in  the  demonstration  of 
its  bactericidal  as  well  as  its  antitoxic  properties. 

(2)  It  should  be  adopted  early,  and  be  continued  after  the 
grave  symptoms  have  subsided. 

(3)  Its  value  is  apparently  diminished  in  mixed  infections, 
although  in  these  cases  it  is  not  to  be  considered  useless. 

(4)  In  no  case  should  treatment  be  confined  to  the  serum 
injection.  It  must  be  associated  with  local  appHcations,  such  as 
uterine  douching  and  curetting,  and  free  general  stimulation ; 
also,  if  need  be,  with  induced  hyperleucocytosis,  by  the  injection 
of  nuclein. 

(5)  If  possible,  in  all  cases  a  culture  diagnosis  should  be  made 
to  assist  in  furthering  scientific  investigations  firom  a  clinical 
standpoint. 

HiEMORRHAGE    FROM    INCOMPLETE    ABORTION.      By  Dr.   JeLLETT. 

Duh.  Joum.  Med.  Sc,  May,  1897. 

Dr.  Jellett  maintains  that  when  haemorrhage  is  frequent 
during  pregnancy  uterine  exploration  should  be  adopted — 
(i)  If  the  patient  has  lost  so  much  blood  that  we  fear  the  results 
of  further  loss ;  (2)  If  a  known  portion  has  been  expelled,  and 
the  remainder  is  retained  in  utero  ;  (3)  If  the  ovum  be  manifestly 
dead  but  not  expelled. 

To  arrive  at  a  correct  diagnosis,  whether  the  case  be  one  of 
"  threatened,"  "  complete,"  or  **  incomplete "  abortion,  is  to 
be  determined : — (i)  By  the  nature  of  the  mass  expelled  from 
the  uterus ;  (2)  The  continuance  or  cessation  of  the  haemorrhage, 
the  former  being  absolutely  indicative  of  imperfect  expulsion; 
the  latter,  however,  cannot  be  considered  proof  of  complete 
expulsion ;  (3)  The  shape  of  the  cervix.  "  This  is  altered 
according  to  the  state  of  the  dilation  of  the  internal  and  external 
OS.  In  '  threatened  *  abortion  the  internal  os  is  usually  dilated 
more  than  the  external,  shown  by  the  widening  of  the  cervix  at 
its  base.  When  the  ovum  has  been  expelled  completely  the 
external  os  is  more  dilated  than  the  internal."  F.  F.  S. 

Complete  Occlusion  of  the  Genital  Canal  during  Preg- 
nancy.    By  Meyer  (Hans),  Zurich.     CentralhL  /.   Gyn&k., 
1897,  No.  34. 
In  a  IV. -para,  at  the  normal  end  of  pregnancy,  the  cervical 
canal  was  completely  closed  by  a  smooth,  tense  and  uniform 
membrane,  2  mm.  thick,  in  immediate  contact  with  the  pre- 
senting head.     The  vagina  was  remarkably  short  and   no  os 
could  be  felt.     After  free  incision  of  the  structure  a  live  child 
was  delivered  by  the  forceps.     The  occlusion  seemed  to  be  due 
to  vaginitis  adhesion,  as  the  membrane  consisted  of  two  layers, 
the  internal  having  arisen  from  the  cervical  canal,  while  the 
external  presented  the  character  of  old  false  membrane. 

J.J.M. 
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Benger's  Food. 

We  have  been  so  often  indebted  to  Messrs.  Benger  for  having 
presented  to  the  profession  and  the  public  this  most  excellent 
preparation,  that  though  it  must  be  familiar  to  most  its  value  can- 
not be  over-estimated  or  unduly  pressed  upon  all  who  have  to  deal 
with  gynaecology.  With  regard  to  the  infants,  invalids  and  aged 
generally,  for  whom  it  is  strongly  recommended,  we  are  not  so 
immediately  concerned,  though  by  inference  and  some  experience 
we  should  be  quite  inclined  to  believe  all  that  has  been  said  in 
favour  of  this  food.  But  we  would  here  venture  to  emphasise  its 
extreme  value  as  an  early  form  of  nourishment  in  that  period  after 
severe  abdominal  operations  when  the  surgeon  is  most  anxious  to 
avoid  the  double  danger  of,  on  the  one  hand,  too  little  nourish- 
ment, and  on  the  other  injudicious  feeding.  Beef- teas —concen- 
trated or  otherwise — may  at  such  times  have  their  friends,  but  they 
also  have  their  enemies,  while  a  food  such  as  this  can  be  employed 
with  the  greatest  advantage  in  most  cases.  By  administering  it  in 
teaspoonful  doses  of  a  diluted  strength,  most  patients  are  able  to 
digest  it  at  a  very  early  stage  after  the  post-operation  sickness  has 
passed  off;  and  though  the  taste  is  at  such  times  vitiated,  we  have 
found  it  to  be  more  appreciated  than  most  other  forms  of  nourish- 
ment. At  such  times  it  is  so  important  from  the  medical  point  of 
view  that  such  an  easily  digested  and  absorbable  food  should  be 
available,  and  it  is  because  we  have  been  so  persuaded  of  its  value 
on  these  occasions  that  we  are  confident  it  must  be  equally  so  to 
other  and  divers  conditions  of  invalidism. 

Surgical  Shirts  and  Surgical  Gowns. 

These  garments,  which,  we  understand,  are  patented,  are  cut  in 
the  shape  of  an  ordinary  night-shirt,  but  differ  from  that  article  in 
having  several  other  openings  besides  those  usually  found.  The 
usual  lateral  slits   are  extended  upwards,  so  that  the  surgeon,   by 
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raising  the  anterior  flap,  may  get  at  the  abdomen  without  disturbing 
the  patient  at  all;  these  slits  are  made  to  button.  There  is  a  similar 
opening  in  the  back,  and  the  sleeves  can  also  be  unbuttoned  right 
away  up  to  the  neck  to  suit  cases  of  arm  injury.  Undoubtedly  such 
shirts  would  be  very  much  more  easily  put  off  and  on,  in  any  position, 
than  any  we  know  of  in  all  cases  of  illness,  besides  those  due  to 
injuries.  We  are  a  little  uncertain  as  to  whether  the  numerous 
buttons  would  not  be  objectionable,  and  wonder  whether  tapes  could 
not  be  substituted. 

Messrs.  Weiss,  of  287,  Oxford  Street,  W.,  are  the  agents. 

Messrs.  Burroughs  and  Welcome's  Preparations. 

Messrs.  Burroughs  and  Welcome  have  drawn  our  attention  to 
the  fact  that  the  word  "tabloid"  was  used  on  pages  257  and  258 
of  our  August  issue  in  a  summary  of  an  article  entitled  *' Changes 
after  Operative  Removal  of  the  Ovaries,  and  likewise  after  Natural 
Atrophy  of  the  Ovaries  in  Old  Women."  This  summary  was  taken 
from  the  Munchener  Medizinische  Wochenschrift^  and  we  are  not  at 
the  moment  able  to  give  the  original  German,  for  which  this  word 
was  used.  In  using  the  expression,  however,  it  is  clear  that  we 
employed  one  to  which  we  had  no  right,  since  the  word  "  tabloid  " 
is  "an  original  coined  word  or  brand"  of  Messrs.  Burroughs  & 
Welcome,  specifically  designating  certain  goods  manufactured  by 
them.  We  are  much  obliged  to  this  firm  for  so  courteously  drawing 
our  attention  to  the  fact.  We  have  all  become  so  accustomed  to 
their  preparations,  that  no  doubt  considerable  looseness  of  expres- 
sion has  arisen,  and  we  are  apt  to  call  all  compressed  drugs  tabloids. 
We  understand  that  the  words  "  compressed  pellets  *'  would 
properiy  describe  those  somewhat  similar  preparations  which  are 
not  Messrs.  Burroughs,  Welcome  &  Go's. 

They  have  recently  added  some  new  Soloids  to  their  list, 
which  should  appeal  to  gynaecologists.  We  have  had  an  oppor- 
tunity of  testing  three  of  these,  and  there  can  be  no  doubt  that  they 
will  be  welcomed  on  account  of  their  extreme  convenience  and 
portability,  (i)  Soloid  of  zinc  and  tannin  contains:  Zinc  sulphate 
5  grs.,  lead  acetate  10  grs.,  extract  of  opium  2  grs.,  tannin  i  gr. 
(2)  Soloid  sodium  biborate  compound  contains:  Sodium  biborate 
20  grs.,  opium  tincture  10  niin. ;  and  (3)  Soloid  alum  compound 
contains :  Zinc  sulphate  15  grs.,  alum  15  grs.  These  formulae  are 
so  frequently  made  use  of  in  gynaecological  work  for  douches,  &c., 
that  the  Soloids  must  commend  themselves  to  all. 
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Anatomical  Lecture  Diagrams.     (Messrs.  John  Bale,  Sons, 
&  Danielsson). 

These  diagrams,  twelve  in  number,  are  2  feet  long  and  i 
foot  broad,  and  represent  in  a  very  clear  and  diagrammatic  form 
the  various  essential  points  of  the  human  figure.  No.  i  shows  the 
human  skeleton,  front  and  back  ;  No.  2,  the  abdominal  and 
thoracic  viscera  in  sitw,  Nos.  3  and  4,  the  muscles;  No.  5,  the 
circulation  ;  No.  6,  the  heart  and  lungs ;  No.  7,  the  nervous  system ; 
No.  8,  the  bones  of  hand  and  spine ;  No.  9,  the  ear,  eye,  nose,  &c. ; 
No.  10,  the  stomach,  liver,  spleen,  brain,  &c.  3  No.  1 1,  some  types 
of  fractures;  No.  12,  the  three  lower  actions  of  muscles. 

They  are  all  very  clear,  but  some  appeal  to  us  more  than  others, 
and  perhaps  Nos.  4  and  5  showing  the  muscular  distribution  we 
ourselves  would  specially  pick  out. 

•  They  are  published  at  a  very  moderate  price  and  can  be 
obtained  in  various  forms.  Of  course  this  size  would  not  be  the 
most  suitable  for  demonstration  to  a  large  class,  and  with  that  idea 
in  view  lantern  slides  of  each  have  been  prepared,  and  can  be 
obtained  from  the  same  firm. 
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Vol.  XIII. — No.  52.  February,  1898. 

THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Thursday,  November  ii,  1897. 

Professor  MAYO  ROBSON,  F.R.C.S.,  President,  in  the  Chair. 

Present  :  34  Fellows  and  Visitors. 

The  following  gentlemen  were  proposed  for  election  : — 
Charles  Ryall,  F.R.C.S.,  London  ;  W.  J.  Cameron,  M.B., 
Balham  ;  E.  G.  Emerson  Arnold,  M.B.,  B.S.,  London. 

Dr.  Macnaughton-Jones,  regarding  the  case  of  fibroid 
cancer,  read  the  following  pathological  report  on  the 
specimen  which  he  showed  at  the  previous  meeting : — 
"  The  section  of  the  wall  of  the  uterus  presents  a  columnar- 
celled  carcinoma,  invading  the  muscular  substance  of  the 
organ.  The  tubular  arrangement  of  the  cells  is  not  well 
preserved  except  at  the  growing  margin.  The  remainder 
consists  of  solid  branching  columns  of  epithelioma.  A 
section  of  the  cervix  uteri  is  found  to  be  free  from  new 
growth.  But  here,  as  well  as  in  the  body  of  the  uterus, 
the  muscular  coat  shows  much  inflammatory  infiltration 
between  the  bundles  of  muscle  fibres. 
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Specimens. 

Myoma    Uteri    Removed   by   Pan-hysterectomy.    By 
Tenison  Collins,  M.R.C.S. 

Mrs.  M.,  aged  34,  was  seen  by  me  in  consultation  with 
Dr.  J.  W.  D.  Morris,  of  Cardiff,  in  August  last.  She  had 
had  two  children  previously ;  after  the  birth  of  the  first  one 
Dr.  Morris,  from  the  size  of  the  uterus,  thought  there  was  a 
second  foetus,  but  examination  proved  this  not  to  be  the  case, 
and  he  concluded  there  must  be  some  uterine  growth.  In 
the  course  of  the  month  following  delivery  the  tumour 
gradually  diminished  in  size  and  practically  disappeared. 
The  same  condition  occurred  in  connection  with  her  second 
confinement.  In  July  last  she  miscarried  at  three  months, 
but  the  abdominal  enlargement  continued  to  increase  and 
the  patient  thought  she  was  still  pregnant.  When  I  saw  her 
I  found  a  large  uniform  swelling  of  the  uterus  consistent 
with  a  six  months'  pregnancy.  The  cervix,  however,  was 
small,  hard,  and  the  os  normal.  I  therefore  dilated  the 
uterus  and  found  the  cavity  empty,  but  an  interstitial 
uniform  growth,  chiefly '^^f  the  posterior  wall,  soft  and 
oedematous  in  character. 

In  November  menstruation  had  recurred  three  times  and 
was  prolonged.  The  tumour  had  increased  in  size  and  I 
therefore  performed  pan-hysterectomy,  kindly  assisted  by 
Mr.  Bowreman  Jessett.  The  removal  of  the  uterus  took 
thirty-five  minutes,  but  troublesome  haemorrhage  from  large 
veins  in  the  broad  ligaments  much  delayed  the  completion 
of  the  operation.  Both  ovarian  and  uterine  arteries  were 
safely  ligatured.  The  patient  is  so  far  progressing  favour- 
ably. The  specimen  is  one  of  soft  rapidly  growing  myoma, 
and  its  history  shows  the  influence  of  pregnancy  on  these 
growths. 

Later  Note. — ^The  convalescence  was  rapid  and  a  month 
after  the  operation  the  patient  was  downstairs  and  feeling 
well. 


Bawreman  Jessett  on  Pan- Hysterectomy,       455 

Two   Cases  of  Myomatous  Uteri  Removed  by  Pan- 
hysterectomy.*   By  F.  Bowreman  Jessett,  F.R.C.S. 

Case  L — E.  S.,  aged  39,  was  admitted  under  the  care  of 
Mr.  Jessett  at  the  Cancer  Hospital  on  March  3.  Patient 
on  admission  complained  of  uterine  bleeding. 

Patients  Previous  History, — Slight  miscarriage  eighteen 
years  ago,  shortly  after  marriage ;  was  quite  healthy  up  to 
twelve  years  ago,  when  she  had  a  "  tumour  in  the  abdomen." 
It  did  not  trouble  her  much,  and  she  wore  a  belt  which 
relieved  her  of  any  slight  discomforts  caused  by  its  presence. 
It  gradually  increased  in  size  up  to  three  years  ago,  since 
when  there  has  been  no  further  increase.  Menstruation, 
micturition,  and  defaecation  not  aflFected.  Seven  years  ago 
and  again  four  years  ago  was  treated  for  "  internal  abscess  " 
(patient's  words)  which  discharged  through  womb. 

History  of  Present  Condition, — About  one  month  ago 
began  to  pass  a  large  quantity  of  blood  and  clots  from 
vagina,  accompanied  by  pain  in  epigastric  and  lumbar 
regions. 

Present  Condition. — Patient  is  extremely  anaemic.  Abdo- 
men is  occupied  by  a  large,  firm,  irregular  tumour,  which 
extends  right  across  the  abdomen,  passing  one  inch  above 
umbilicus,  higher  on  the  right  side  than  on  the  left. 

Heart  Sounds. — ^There  is  a  soft,  blowing,  systolic  murmur 
over  base  of  heart  (haemic  ?).  During  March  the  patient 
suflfered  pain  and  passed  clots.  General  condition  unfavour- 
able, so  operation  was  postponed.  On  April  6,  patient's 
condition  more  favourable ;  has  not  "  lost "  much  past  ten 
days ;  is  still  anaemic.  Mr.  Jessett,  after  consultation  with 
other  members  of  the  staff,  decided  to  operate.  Abdominal 
hysterectomy  was  performed  on  April  6.  Patient  made 
excellent  progress  after  operation,  having  no  bad  symptoms, 
and  was  discharged  on  May  20,  and  went  to  a  convalescent 
home. 

Case  II. — C.  R.,  aged  42,  was  admitted  at  Cancer  Hos- 
pital on  August  25. 

^  Read  before  the  British  Gynaecological  Society,  October  11,  1897. 
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Patients  History. — Has  only  just  recovered  from  rheu- 
matic fever ;  there  is,  however,  no  organic  mischief  of  the 
heart,  although  first  sound  is  sHghtly  prolonged  and  harsh. 
Has  had  only  one  child,  which  is  now  aged  20.  She  com- 
plains of  partial  amenorrhoea,  and  when  her  menstrual 
periods  arrive  she  only  has  a  very  slight  discharge,  which 
only  lasts  a  few  hours.  At  this  time  she  has  pain  in  abdomen 
and  breasts. 

Present  Condition. — ^The  abdomen  (lower  part)  occupied 
by  a  tumour,  rising  into  left  iliac  fossa,  and  extending  towards 
middle  line.  Examination  painful,  and  tenderness  on  palpa- 
tion in  left  iliac  region. 

Per  Vaginam. — Bi-manually  the  uterus  appears  to  be 
large.  There  is  a  round  mass  to  be  felt  behind  the  uterus 
and  to  its  left  side ;  this  at  first  appears  to  be  connected  with 
the  uterus,  but  on  placing  the  patient  in  semi-prone  position 
it  moves  independently  of  that  organ.  It  feels  either  like  a 
small  ovarian  or  a  cyst  in  left  broad  ligament. 

October  5. — Mr.  Jessett  operated  on  the  patient  on  this 
date.  Abdominal  hysterectomy  performed.  Specimen  shows 
uterus  with  fibroid  above ;  between  the  two  a  deep  groove 
is  clearly  seen.  It  is  easy  to  see  where  uterine  muscular 
fibres  end  and  fibroid  commences.  Specimen  is  suspended 
in  following  fluid,  prepared  under  direction  of  Mr.  Plimmer, 
pathologist  to  Cancer  Hospital.  Its  properties  are  such  that 
all  the  colouring  matter  is  retained.  The  process  is  called 
"  Jorer's  Method,"  and  is  decribed  as  follows  : — 

"  Jorer's  Method"  as  used  at  Cancer  Hospital. 

(i)  Specimen  is  first  rinsed  in  cold  tap  water,  but  onh'^ 
long  enough  to  remove  blood,  mucus,  or  other  secretions, 
from  the  surface. 

(2)  Placed  in  solution  : — 

Formalin       6  parts 

Tap  water 100    „ 

Sod.  chloride  i     „ 

Sod.  sulphate  2    „ 

Magnesium  sulphate  2    „ 
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Specimen  in  this  solution  must  not  touch  sides  Of  vessel. 
Specimen  remains  in  this  formalin  solution  about  48  hours. 

(3)  Specimen  transferred  to  pure  methylated  spirit  for 
10  minutes. 

(4)  It  should  then  be  removed  to  fresh  pure  methylated 
spirit ;  here  it  should  be  carefully  watched,  as  after  about  half 
an  hour  to  one  hour  the  colour  will  begin  to  fade. 

(5)  From  the  spirit  No.  2  the  specimen  is  immediately 
put  into  a  mixture  of  equal  parts  of  glycerine  and  distilled 
water,  to  which  a  small  amount  of  pure  formalin  is  added — 
an  ounce  to  two  or  three,  according  to  size  of  jar. 

(6)  Specimen  is  mounted  in  this  mixture. 

Remarks. — 1  venture  to  show  these  two  specimens  for 
several  reasons,  (i)  They  add  two  more  to  the  successful 
list  of  pan-hysterectomies.  (2)  The  second  specimen  is 
particularly  interesting,  as  showing  an  interstitial  myoma, 
growing  and  bursting  through  the  uterine  tissues  into 
abdominal  cavity.  In  fact,  when  the  abdomen  was  opened, 
and  the  tumour  and  uterus  delivered,  the  surface  of  the 
growth  was  rough  ish,  and  appeared  devoid  of  peritoneum, 
and  suspiciously  malignant.  (3)  1  am  showing  these  two 
specimens  to  illustrate  a  method  of  preserving  specimens 
so  as  to  retain  their  colour  introduced  by  Dr.  Plimmer, 
the  pathologist  of  the  Cancer  Hospital.  1  have  done  now 
twenty-six  cases  of  pan-hysterectomy  with  three  deaths; 
one  in  first  five,  one  in  next  seven,  and  one  in  last  fourteen. 

Large  Myomatous  Uterus  Removed  by  Abdominal 
rfYSTERECTOMY.  By  R.  O'Callaghan,  F.R.C.S.I., 
F.R.A.M.,  &c. 

Case  I. — Mrs.  H.  was  sent  to  me  in  May,  1897,  by  Dr. 
Clement  Godson.  She  gave  the  following  history : — Age 
49.  Owing  to  considerable  loss  she  consulted  Dr.  Godson 
in  1893,  for  which  he  treated  her  successfully.  For  past 
three  years  she  noticed  a  lump  in  her  abdomen,  which 
gradually  increased  until  the  last  six   months,  when  she 


458  The  British  Gytuecological  Society. 


began  to  have  great  irritability  of  the  bladder  and  frequent 
desire  to  micturate.  Her  periods  became  very  profuse, 
lasting  ten  days  to  two  weeks,  and  between  these  she  had 
a  constant  watery  discharge  which  required  the  continual 
use  of  a  diaper.  She  presented  a  bloodless  appearance,  and 
was  very  weak. 

On  examination  I  found  a  large  oedematous  myoma 
rising  as  high  up  as  the  umbilicus,  but  uniform  in  growth, 
and  about  the  size  of  a  six  months'  pregnancy.  I  advised 
operation,  and  at  once,  as  it  was  quite  evident  if  she  was 
left  much  longer  in  her  existing  condition  operative  inter- 
ference would  have  been  impossible.  1  did  a  hysterec- 
tomy on  June  11,  assisted  by  Dr.  Clement  Godson,  Drs. 
Fagge,  Scholtz,  Messrs.  Hurry  Fenwick  and  Broomlield 
being  present.  The  patient  made  an  uninterrupted  recovery, 
and  left  the  home  in  five  weeks  already  much  improved  in 
her  health.  This  I  consider  one  of  the  typical  cases  which 
justify  such  an  irreparable  mutilation  as  hysterectomy, 
and  the  risk  which  such  a  serious  operation  must  always 
incur,  and  is  in  striking  contrast  to  the  many  excuses 
which  are  now  made  for  so-called  total  hysterectomy. 

The  President  said  there  were  two  questions  to  be 
considered  : — (i)  Should  we  operate  at  all  in  some  cases 
of  myoma  ?  (2)  What  operation  should  we  do  ?  There 
was  room  for  much  difference  of  opinion  on  both  ques- 
tions. He  did  not  think  every  fibroid  required  removal, 
especially  when  of  the  hard  variety.  Some  fibroids,  how- 
ever, were  of  rapid  growth,  and  when  serious  symptoms 
arose,  removal  was  the  only  course.  In  a  third  class  the 
tumour  grew  after  the  menopause,  and  these  also  required 
removal.  As  regards  the  method  of  removal,  he  was  quite 
satisfied  with  intra-peritoneal  hysterectomy.  His  own  plan 
was  to  leave  the  cervix,  suture  the  peritoneum  over  it,  and 
then  bring  the  stump  up  to  the  abdominal  wound  and  fix 
it  there,  shutting  it  off  from  the  peritoneal  cavity.  This 
became  practically  an  extra-peritoneal  operation,  as  the 
stump  was  under  the  aponeurotic  layer  of  the  abdominal 
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wall,  but  outside  the  peritoneum.  The  other  two  methods 
were  the  intra-peritoneal  proper,  in  which  the  stump  was 
dropped  back  into  the  peritoneal  cavity,  and  pan-hysterec- 
tomy.   To  the  last  method  he  was  not  as  yet  converted. 

Dr.  Heywood  Smith  asked  why  Mr.  Collins  did  not  do 
the  intra-peritoneal  operation  ;  it  involved  much  less  risk 
than  pan-hysterectomy.  Mr.  O'Callaghan  did  not  mention 
how  he  had  finished  his  operation ;  did  he  use  the  serrc- 
ncttid  f 

Dr.  Granville  Bantock  observed  that  he  was  not 
wedded  to  only  one  method ;  for  there  was  no  royal  road 
to  the  treatment  of  myomata,  any  more  than  to  learning. 
Most  of  his  experience  had  been  with  the  serre-nceud ; 
but  he  had  also  done  a  good  number  of  pan-hysterec- 
tomies. In  the  first  case  he  did  of  this  kind,  many  years 
ago,  he  tied  both  the  ureters,  which  had  become  much 
displaced  by  the  growth,  and  the  patient  died.  Then  for 
some  time  he  employed  the  serre-nasud  exclusively.  In 
twenty-four  cases  recorded  at  the  Rome  Congress  he  had 
only  had  one  death,  in  a  patient  with  Bright's  disease. 
When  there  was  malignant  disease  involving  the  cervix, 
and  when  it  was  not  possible  to  make  a  pedicle,  he  had 
removed  the  whole  uterus.  He  quite  agreed,  therefore,  that 
in  some  cases  complete  removal  was  the  only  possible 
course.  But  this  was  not  the  same  thing  as  saying  that 
pan-hysterectomy  was  the  operation  par  excellence.  A 
mortality  of  3  cases  in  26  did  not  satisfy  him.  It  was 
true  that  in  his  first  100  cases  he  had  19  deaths,  but  the 
mortality  had  diminished  in  his  second  hundred,  and  still 
further  in  his  third  hundred.  In  the  case  of  small  fibroids 
he  thought  that  the  removal  of  the  uterus  was  a  great 
mistake ;  in  many  cases  a  small  tumour  could  be  enucleated. 
Large  tumours  could  not,  as  a  rule,  be  treated  by  this 
method,  because  they  were  often  separated  from  the  uterine 
cavity  by  only  a  thin  layer  of  endometrium,  which  was 
easily  opened,  a  procedure  which  added  greatly  to  the 
risks  of  operation.     But  with  small  tumours  it  was  different. 
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Fibroids  did  not  interfere  with  conception,  with  pregnancy, 
nor  with  labour.  He  could  relate  many  cases  where  the 
patient  went  safely  through  labour  with  a  large  tumour, 
so  he  hoped  that  many  of  these  operations  would  not  be 
done.  A  recent  text-book  of  gynaecology  taught  that 
hysterectomy  was  a  safe  and  easy  operation,  and  he  wished 
to  protest  against  such  a  view.  In  all  cases  it  was  an  opera- 
tion of  some  difiiculty,  and  should  be  performed  only 
by  a  skilled  operator.  In  all  the  specimens  shown  there 
seemed  to  have  been  every  reason  for  the  operation  being 
done. 

Dr.  C.  H.  F.  ROUTH  said  that  it  was  often  impossible 
for  the  wisest  man  to  say  whether  a  case  should  be 
operated  upon  or  not.  He  had  seen  cases  in  which  men 
of  eminence  advised  operation  ;  he  had  opposed  this  view 
and  his  advice  had  prevailed,  and  the  patients  were  living 
now.  He  agreed  with  Dr.  Bantock  that  no  operation 
should  be  done  with  a  child  in  utero.  Sims  used  to  teach 
that  a  woman  with  a  fibroid  could  not  conceive,  but  this 
view  was  wrong.  The  President  had  remarked  that  in 
some  cases  a  fibroid  increased  after  the  menopause ;  as 
for  himself,  he  had  seen  many  cases  of  fibroid,  and  not  in 
one,  as  far  as  he  could  remember,  was  there  any  increase 
in  growth  after  the  menopause ;  therefore  he  doubted 
if  that  view  were  true,  and  it  was  certainly  not  true  in  his 
own  experience. 

Dr.  PURCELL  remarked  that  there  were  some  cases  in 
which  it  was  imperative  that  the  whole  organ  should  be 
removed,  viz.,  in  cases  in  which  the  myoma  presented 
malignant  characters,  and  for  these  pan-hysterectomy  was 
the  only  possible  operation. 

Mr.  Tenison  Collins,  in  reply  to  Dr.  Heywood  Smith's 
question,  said  that  when  he  examined  the  patient  it  seemed 
to  him  that  the  growth  t)egan  just  above  the  cervix,  and 
that  it  was  a  typical  case  for  pan-hysterectomy.  After 
removal  the  specimen  showed  that  the  intra-peritoneal 
operation  would  have  been  possible ;   but  as  the  patient 
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was  going  on  very  well,  he  did  not  at  all  regret  the  course 
he  had  adopted. 

Mr.  O'Callaghan,  replying  to  Dr.  Heywood  Smith,  said 
he  used  the  serre-nceud  in  his  case,  as  he  intended  always 
to  do  in  a  similar  case.  If  Mr.  Collins  had  employed  this 
method  he  would  not  have  been  troubled  with  haemor- 
rhage from  the  broad  ligaments.  When  pan-hysterectomy 
was  performed  for  haemorrhage,  or  for  small  fibroids,  he 
regarded  it  as  one  of  the  most  unjustifiable  operations  in 
surgery.  The  mortality  had  not  been  less  than  12  per 
cent.,  whilst  Dr.  Bantock's  present  mortality  was  only 
5  per  cent. 

Adjourned  Discussion  on   Mr.  Skene  Keith's   Paper 
ON  Dysmenorrhcea. 

Dr.  Macnaughton-Jones  said  the  whole  subject  was  a 
wide  one,  involving  many  questions  of  medicine,  surgery, 
and  therapeutics.  Dysmenorrhcea  had  not  usually  the 
amount  of  attention  given  to  it  to  which  it  was  entitled. 
The  first  thing  was  to  decide  its  cause.  This  was  often 
very  difiicult.  First,  there  were  ovarian  causes.  Second, 
causes  associated  with  the  Fallopian  tubes;  here,  again, 
there  were  several  varieties.  Third,  uterine  causes,  with 
further  sub-divisions.  Finally,  constitutional  causes,  which 
fell  under  these  headings ;  first,  toxaemia,  chloraemia,  and 
anaemia ;  and  secondly,  neuralgia  and  hysteria.  For  the 
present  discussion  it  was  necessary  to  eliminate  all  but 
the  uterine  causes  ;  and  of  these  they  must  limit  themselves 
to  those  congestive  cases  classed  by  Matthews  Duncan  as 
"obstructive."  Here  they  had  to  do  with  flexions  associated 
with  abnormality,  and  the  train  of  symptoms  described  as 
neurasthenia.  But  even  here  a  great  difficulty  presented 
itself,  as  cases  occurred  in  which  there  was  marked  dys- 
menorrhcea, evidently  dependent  on  the  uterus,  yet  on 
examination  this  organ  appeared  normal,  and  the  patient 
otherwise  was  in  good  general   health.      As  regards  the 
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justification  of  examination ;  if  a  patient  came  to  consult 
them  for  dysmenorrhoea,  after  ordinary  remedies  had  been 
tried  in  vain,  it  was  their  duty  to  make  an  examination. 
By  refraining  from  doing  so  they  might  sometimes  be 
led  astray.  Thus,  an  innocent-looking  girl  was  brought  to 
him  by  her  mother  and  her  doctor.  After  inquiring  into 
her  history,  he  was  about  to  advise  medicinal  treatment, 
when  the  medical  man  urged  that  if  an  examination  had 
to  be  made  it  should  be  done  at  once.  He  agreed,  and 
found  a  patulous  hymen  and  a  uterine  condition  which 
resulted  in  her  confinement  at  term  six  weeks  later.  With 
regard  to  the  type  of  case  dealt  with  in  Mr.  Skene  Keith's 
paper,  he  did  not  believe  in  simple  dilatation  as  a  cure  for 
the  dysmenorrhoea,  though  it  might  relieve  it  for  a  time. 
He  did  not  believe  in  tents.  But  if  ovarian  trouble  could 
be  eliminated,  he  advocated  the  kind  of  treatment  referred 
to  by  Dr.  Heywood  Smith  at  the  last  meeting — viz.,  division 
of  the  cervix  with  scissors,  free  incision  of  the  internal  os 
with  a  Sims'  knife,  dilatation,  and  then  the  introduction 
of  a  small  glass  tent.  This  plan  had  for  many  years  given 
him  very  good  results,  both  for  sterility  and  for  djrs- 
menorrhoea. 

Dr.  Herbert  Snow  observed  that  it  had  long  been 
pointed  out  that  the  laws  of  nature,  when  reduced  to  their 
simplest  terms,  could  be  very  simply  expressed,  and  the 
same  might  be  said  of  dysmenorrhoea.  The  condition 
resulted  from  imperfect  development.  From  this  point  of 
view  it  was  surprising  what  good  results  would  often  follow 
the  mere  removal  of  the  stays  or  the  substitution  of  a 
healthy  kind  for  the  detrimental  forms  commonly  used.  A 
course  of  massage,  shower  baths  and  proper  feeding  would 
often  complete  the  cure. 

The  further  discussion  of  the  subject  was  then  adjourned 
to  the  next  meeting. 

Dr.  John  Shaw-Mackenzie  showed  under  the  micro- 
scope some  sections  obtained  from  curettings  in  cases  where 
malignant  disease  was  suspected,  and   where,  in   fact,  the 
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clinical  aspect  of  the  case  was  decidedly  malignant.  He 
believed  them  to  be  really  instances  of  haemorrhagic  endo- 
metritis, and  he  had  brought  them  forward  to  illustrate  his 
paper  on  this  subject,  which  was  postponed  till  the.  next 
meeting.  He  also  exhibited  and  compared  sections  of 
catarrhal  endometritis  with  sections  of  adeno-carcinoma 
of  cervix  uteri. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Thursday,  Dkcbmbbr  9,  1897. 

Dr.  GRANVILLE  BANTOCK,  Vice-President,  in  the  Chair. 

Present  :  30  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society  -.—-Charles  Ryall,  F.R.C.S.,  London  ;  W.J.Cameron, 
M.B.,  Balham  ;  E.  G.  Emerson-Arnold,  M.B.,  B.S.,  London. 

H.  Jellett,  M.D.,  Dublin,  was  nominated  for  the 
Fellowship, 

Specimens. 

Dr.  R.  D.  PUREFOY,  Dublin,  showed  :  (i)  A  myoma  of 
the  uterus,  removed  by  pan-hysterectomy  ;  (2)  A  myoma  of 
the  uterus,,  removed  by  myomectomy  ;  (3)  Ruptured  tubal 
pregnancy,  partly  coincident  with  uterine  pregnancy  ;  (4)  A 
fibroid  uterus,  removed  by  morcellement ;  (5)  A  dermoid  cyst, 
removed  by  vaginal  colpotomy. 

'  Dr.  F.  Edge,  Wolverhampton,  showed  :  (i)  A  myo- 
matous uterus,  removed  by  pan-hysterectomy ;  (2)  A  double 
hydro-salpinx.     Both  patients  recovered. 

Under  the  care  of  ROBT.  T.  A.  O'Callaghan,  F.R.C.S.L, 
F.R.A.M.,  &c. 

Case  I. — Vaginal  Hysterectomy  for  Epithelioma  of  Cetvix. 
— Mrs.  M.,  aged  36,  was  brought  to  me  by  Dr.  James 
Donelan  in  February  with  a  history  of  inter-periodic 
losses  since  February,  1896,  but  during  the  previous  three 
months  bleeding  had  become  profuse,  and  seldom  absent, 
which  necessitated  constant  wearing  of  diaper.  She  also 
had  great  irritability  of    the   bladder.     On   examination  I 
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found  the  uterus  fixed  on  left  side  and  a  small  growth 
protruding  from  cervix,  which  bled  freely,  but  no  foetor 
from  the  discharge. 

Before  giving  definite  opinion  I  curetted  the  uterus  and 
removed  the  growth  under  ether  next  day,  which  Dr. 
Donelan  had  microscopically  examined  and  pronounced 
to  be  epithelioma.  Dr.  Granville  Bantock  saw  her  in  con- 
sultation with  Dr.  Donelan  and  myself  on  March  10,  to 
decide  upon  the  advisability  of  further  operation.  I  pointed 
out  the  marked  infiltration  of  left  broad  ligament  with  the 
disease  and  slight  cachexia. 

Dr.  Bantock  held,  however,  that  the  patient  would  be 
more  comfortable  after  operation,  though  holding  out  no 
hope  of  prolonged  life.  She  decided  upon  operation,  and  1 
removed  the  uterus  with  great  difficulty  owing  to  advanced 
disease,  as  you  will  see  by  the  specimen.  The  left  broad 
ligament  gave  much  trouble,  being  very  friable,  and  the 
ligatures  cutting  through  time  after  time  ;  also  the  bladder 
wall  was  fixed,  and  required  very  careful  handling.  I  had 
the  invaluable  assistance  of  Dr.  Bantock  in  the  most  difficult 
case  of  the  kind  1  have  experienced.  The  bladder  gave 
some  trouble  for  ten  days,  but  otherwise  convalescence  was 
uninterrupted,  and  the  patient  left  for  the  seaside  in  a  month. 

Case  IL — Removal  of  Appendages  for  Double  Pyo-Salpinx. 
— Miss  M.,  aged  22,  was  a  patient  of  Dr.  Morgan  Richards, 
who  attended  her  a  year  previously  for  an  attack  of  acute 
peritonitis.  She  sent  for  me  in  September,  1897.  I  found 
her  suffering  from  localised  peritonitis  of  left  side,  with  a 
temperature  of  102°  and  considerable  pain.  On  vaginal 
examination,  which  was  very  painful,  I  found  acute  tubal 
mischief  with  cystic  disease  of  left  side  and  marked  tubal 
disease  on  the  right  side.  The  uterus  was  completely  fixed. 
Dr.  Granville  Bantock  saw  her  with  me  ten  days  afterwards, 
when,  by  suitable  treatment,  the  temperature  was  going 
down,  and  he  agreed  with  me  that  the  only  treatment  ad- 
visable was  complete  removal  of  the  appendages,  which 
were  utterly  useless  and  a  source  of  great  danger  to  life. 
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The  patient  drifted  away,  and  after  consulting  nearly 
every  specialist  in  London  returned  to  say  that  the  general 
concensus  of  opinion  was  against  operation.  After  ex- 
amination again  I  reiterated  my  previous  views  and  advice, 
and  said  that  when  she  came  and  told  me  that  she  wanted 
the  operation  I  would  do  it,  as  I  knew  that  time  would  force 
it  upon  her. 

She  then  consulted  Sir  John  Williams,  and  this  most 
conservative  of  consultants  agreed  with  the  necessity  of 
operation.  This  advice,  combined  with  another  acute 
attack  of  pain  and  rise  of  temperature,  sent  her  back  to  me, 
acid  1  removed  the  appendages  (which  you  see)  with  the 
greatest  difficulty ;  the  cyst  in  left  ovary  was  ruptured  in 
trying  to  extract  it.  Both  tubes  and  ovaries  were  embedded 
in  a  mass  of  old  adhesions,  and  were  very  hard  to  bring  up 
and  tie  off.  Dr.  Bantock  gave  me  his  kind  and  invaluable 
help  in  this  case,  Drs.  Richards  and  Woods  also  being 
present.  I  washed  out  the  abdomen  with  water  at  a  tempera- 
ture of  110°,  and  drained  with  Bantock's  glass  tube,  which  I 
removed  on  the  third  day.  The  patient  made  an  uninter- 
rupted recovery  and  was  up  in  three  weeks. 

I  have  much  pleasure  in  selecting  these  three  cases  from 
my  year's  work  to  show  to  the  Fellows  of  our  Society, 
because  I  think  they  are  both  interesting  to  the  surgeon 
and  to  the  practitioner,  and  are  undoubtedly  cases  which 
demanded  operation. 

Dr.  F.  Edge,  referring  to  Mr.  O'Callaghan's  first  case, 
said  that  some  time  ago  he  removed  the  uterus  in  a  woman 
of  65  for  cancer  of  the  fundus.  The  fundus  itself  was  as 
soft  as  brain  substance,  so  that  the  finger  could  easily  be 
pushed  through  it.  The  broad  ligament  was  difiGicult  to  get 
at,  but  he  managed  to  secure  it  by  the  use  of  Doyen's 
clamps.  He  would  recommend  these  in  cases  where  the 
tissues  of  the  broad  ligament  were  so  friable  as  to  readily  cut 
through  on  applying  the  ligature,  as  in  Mr.  O'Callaghan's 
case. 


H/EMORRHAGIC    ENDOMETRITIS   (high   pOWCr). 


A.  —Swollen  gland.     Irregular  outline. 

B. — Inflammatory  cell  proliferation  of  matrix.     Blurred  vessels  in  Held. 
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On    HiEMORRHAGIC    ENDOMETRITIS.       By   JOHN  A.   SHAW- 

Mackenzie,  M.D.Lond. 

Mr.  President  and  Gentlemen, — During  the  past  few 
years  I  have  had  opportunities  of  examining  a  good  number 
of  curetted  fragments  from  the  uterus. 

In  many  cases,  e.g.y  blood  clot,  decidual  remains,  simple 
catarrhal  endometritis,  and  advanced  malignant  disease, 
microscopical  appearances  present  little  difficulty  in  differ- 
ential diagnosis.  Moreover,  the  clinical  history  is  often  so 
conclusive  that  the  microscope  is  hardly  necessary  as  an  aid 
in  the  diagnosis.  In  other  cases  the  clinical  symptoms  are 
often  uncertain,  the  microscope  is  appealed  to,  and  this  may 
or  may  not  settle  the  diagnosis  and  future  line  of  treatment- 

In  curetted  fragments,  in  my  experience,  the  differential 
diagnosis  microscopically  between  endometritis,  simple 
adenoma,  and  commencing  malignant  disease  is  sometimes 
extremely  difficult. 

I  thought  it  might  be  of  interest  if  I  submitted  to  you 
microscopical  curetted  sections  of  the  uterine  mucosa 
illustrating  some  of  these  difficulties  from  two  cases  in 
which  the  bleeding  was  profuse,  persistent,  and  rebellious 
to  all  treatment  short  of  hysterectomy,  and  in  which  I  had 
been  asked  to  report  on  previously  to  operation,  as  well  as 
consider  the  differential  diagnosis,  and  some  of  the  clinical 
causes  of  haemorrhagic  endometritis. 

Case  I. — A  tablespoonful  of  soft  warty  fragments,  about 
the  size  of  a  pea,  were  curetted  from  the  uterine  cavity  of 
an  elderly  lady,  and  kindly  sent  to  me  to  examine  and 
report  upon  by  Dr.  Bantock.  As  the  haemorrhage  in  no 
way  ceased,  and  the  patient  was  losing  ground.  Dr.  Bantock 
successfully  performed  vaginal  hysterectomy.  The  uterus 
is  enlarged,  the  mucous  membrane  is  raised  in  patches^ 
ecchymosed,  and  velvety  (though  the  specimen  has  now 
been  in  spirit  for  a  long  time,  and  consequently  these 
appearances  are  not  well  seen).  The  internal  wall  of  the 
uterus  itself  is  of  almost  stony  hardness,  and  microscopic 
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sections  show  marked  fibrosis,  which  corresponds  to  that 
gristly  sensation  which  the  internal  surface  of  the  uterus 
often  presents  to  the  curette.  Sections  taken  through  the 
depth  of  the  mucous  membrane  of  the  uterus,  hardened 
in  Muller's  fluid,  cut  with  a  freezing  microtome,  stained 
with  logwood,  and  examined  under  the  microscope,  show 
that  the  glands  are  enlarged  and  irregular  in  outline,  the 
columnar  epithelium  swollen,  and  the  wall  of  the  glands 
infiltrated  with  a  round-celled  proliferation,  which  is  also 
seen  in  abundance  between  the  glands,  and  forming  the 
chief  part  of  the  matrix  of  the  mucous  membrane.  These 
cells  are  nucleated,  indicating  an  extensive  and  rapid  cell 
proliferation,  and  there  is  no  marked  evidence  of  fibrillation, 
or  that  arrest  of  process  which  is  seen  in  ordinary  connective 
tissue  inflammation.  The  glands  are  numerous,  but  it  is 
difficult  to  say  if  they  are  multiplied,  or  their  colupanar 
cell  lining  reduplicated,  or  simply  infiltrated  with  leucocytes. 
The  vessels  are  large  and  numerous,  and  free  haemorrhages 
are  seen  in  the  cellular  matrix.  A  microscopic  section 
submitted  to  a  skilled  pathologist,  without  informing  him 
of  the  tissue,  was  pronounced  to  be  columnar  cancer. 
F'our  years  later  the  patient  was  in  excellent  health. 

Case  II. — Mr.  Skene  Keith  kindly  asked  me,  on  March 
lo,  1897,  to  examine  and  report  on  some  fragments  he  had 
curetted  from  the  uterus  of  a  lady,  aged  52,  who  had 
suffered  from  excessive  uterine  bleeding.  For  six  years  she 
was  losing  ground,  and  in  no  way  benefited  by  medication 
or  by  this  curetting.  Five  years  ago  she  had  been  curetted 
by  a  hospital  physician  without  benefit.  The  os  admits  tip 
of  finger,  and  the  uterus  is  enlarged  ;  pulse  108,  feeble. 

Vaginal  hysterectomy  was  successfully  performed  by 
him  on  March  20,  and  in  October,  when  last  seen,  the 
patient  was  quite  well. 

The  uterus  is  very  much  the  same  as  in  Dr.  Bantock's 
case.  The  internal  surface  is  very  hard,  rough,  and  ecchy- 
mosed,  and  the  microscopic  appearances  are  also  similar. 

In   connection  with  these  two  cases  I  would  refer  to 
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a  similar  case  which  was  reported  in  the  British  Medical 
journal  of  February  25,  1893,  by  the  late  Sir  Spencer  Wells, 
who  at  a  subsequent  period  kindly  gave  me  the  uterus, 
with  permission  to  make  use  of  it  in  connection  with  any 
associated  cases. 

Case  III. — In  1879  Sir  Spencer  Wells  amputated  the 
elongated  and  enlarged  cervix  of  the  uterus  in  a  married 
lady,  who  had  supposed  papillomata  or  epithelioma.  Exam- 
ination of  the  part  removed  proved  it  to  be  an  adenoma, 
or  simple  hypertrophy  of  the  utricular  glands.  In  1880,  a 
year  after,  the  cervix  showed  some  tendency  to  proliferate, 
and  Sir  Spencer  Wells  destroyed  it  by  the  actual  cautery. 
For  seven  years  subsequently  she  remained  in  wonderful 
health.  In  1888  her  ovaries  and  tubes  were  removed  for  pyo- 
sa^pinx  by  Mr.  Lawson  Tait,  and  shown  at  this  Society.  Not- 
withstanding this,  haemorrhage  became  excessive  at  every 
period  and,  towards  the  end,  severe,  constant,  and  dangerous. 
More  than  once  she  appeared  to  be  dying,  in  spite  of 
injections  into  the  uterine  cavity  and  plugging  the  vagina, 
while  ergot  was  taken  freely.  In  September,  1881,  she  went 
to  Spa,  in  hopes  that  she  might  regain  strength  ;  but  in  spite 
of  constant  and  skilful  attention  from  Dr.  Cafferata,  it  was 
very  doubtful  whether  she  would  be  able  to  travel  towards 
the  Riviera.  Sir  Spencer  Wells  wrote  suggesting  to  Pro- 
fessor Freund  that  extirpation  of  the  entire  uterus  might  be 
the  only  way  to  stop  such  repeated  and  alarming  bleeding ; 
but  Professor  Freund  thought  it  better  not  to  do  more 
than  dilate  the  cervix  and  use  the  curette  freely.  This  he 
did  with  some  temporary  benefit,  but  alarming  bleeding 
returned  while  she  was  under  the  able  care  of  Di:.  Schetelig, 
of  Nervi.  She  became  so  pallid  and  exhausted  that  death 
was  more  than  once  expected,  and  it  was  feared  that  she 
could  not  survive  another  flooding.  Vaginal  extirpation 
of  the  uterus  was  then  agreed  upon,  after  full  consultation, 
and  the  operation  was  performed  in  Genoa  by  Professor 
Ceci,  in  July,  1892,  but  after  at  first  rallying  she  sank  on  the 
tenth  day. 
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The  uterus  was  sent  to  Sir  Spencer  Wells,  and  submitted 
to  Dr.  Sims  Woodhead  for  examination  and  report,  which 
accompanied  Sir  Spencer  Wells'  communication  in  the 
British  Medical  Journal.  My  own  microscopic  sections 
of  this  uterus  are  even  more  pronounced  than  seen  in  the 
coloured  drawing  of  Dr.  Sims  Woodhead,  taken  from  the 
cervix,  and  illustrated  in  the  British  Medical  Journal, 

"The  differential  diagnosis  in  all  these  cases  appears  to 
lie  between  advanced  and  chronic  endometritis,  simple 
adenoma,  sarcoma,  or  adeno-carcinoma. 

The  condition  is  not  that  of  early  or  simple  catarrhal 
endometritis,  a  microscopical  section  of  which  I  submit, 
curetted  from  the  uterus  of  a  young  married  lady  by  Mr. 
Skene  Keith,  in  which  the  utricular  glands  are  almost 
normal  in  size  and  number,  regular  in  outline,  and  the  cell 
proliferation  of  the  interglandular  matrix  not  well  marked. 

Between  simple  and  malignant  adenoma,  t.^.,  adeno- 
carcinoma, the  decision  is  difficult. 

If  the  glandular  layer  of  the  mucosa  is  simply  increased 
and  the  columnar  lining  of  the  uterine  glands  single,  we 
have  numerical  hypertrophy,  or  hyperplasia  of  the  simple 
adenomatous  type. 

If  the  columnar  arrangement  invades  the  uterine  wall, 
or  the  lining  cells  of  the  utricular  glands  are  reduplicated, 
more  or  less  filling  the  lumen,  and  in  advanced  cases 
infiltrating  the  interglandular  matrix,  we  have  malignant 
adenoma  or  columnar  cancer,  f>.,  adeno-carcinoma. 

But  in  curetted  fragments  it  is  impossible  to  say  if  the 
uterine  wall  has  been  invaded,  nor  is  the  reduplication  of 
the  glandular  lining  cells  always  evident  in  early  disease, 
though  in  some  cases  we  may  find  isolated  glands  stuffed 
with  epithelial  cells,  which  completely  occlude  the  lumen. 

Again,  what  is  the  nature  of  the  intercellular  matrix  ? 

Messrs.  Hart  and  Barbour,  in  their  "  Manual  of  Gynae- 
cology," Edit.  3,  p.  310,  state  that  "The  haemorrhagic 
type  of  endometritis  may  readily  be  mistaken  for  sarcoma 
uteri,  because  it  spreads  in  a  diffuse  manner,  pre-eminently 
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causes  haemorrhage,  produces  pain  not  at  all,  or  only 
late.  (Olshausen.)  The  microscope,  however,  settles  the 
diagnosis. 

"Care  must  be  taken  not  to  mistake  the  small-celled 
infiltration  of  the  tissues  for  round-celled  sarcoma." 

Some  curetted  fragments  very  readily  show  normal 
mucosa  with  commencing  new  growth,  and  epithelial 
invasion  of  matrix.  In  them  it  is  easy  to  contrast  the 
larger  epithelial  cells,  from  the  inflammatory  cell  prolifera- 
tion of  the  matrix,  but  other  sections  do  not  show  normal 
tissue  alongside  of  new  growth,  and  it  is  not  easy  to 
differentiate  epithelial  or  sarcomatous  cells  from  inflamma- 
tory when  seen  alone. 

Here,  too,  I  might  emphasise  the  fact  that  the  epithelial 
proliferation  does  not  always  follow,  especially  in  rapidly 
growing  adeno-carcinoma,  the  parent  columnar  lining  cells 
of  the  utricular  glands  ;  indeed,  the  multiplication  of 
epithelial  columnar  cells  is,  in  my  experience,  rarely  seen, 
and  the  proliferating  epithelial  cells  are  spheroidal  and 
compressed. 

With  the  uterus  before  one,  and  with  the  advantage  of 
microscopic  examination  and  many  microscopic  sections, 
it  is  a  different  matter  altogether,  and  it  is  easy  to  arrive  at 
a  positive  and  differential  diagnosis.  In  the  especial  cases 
I  am  considering  to-night,  the  pathological  condition  is, 
I  am  inclined  to  think,  one  of  very  chronic  inflammation 
showing  no  tendency  to  fibrillation  or  arrest  of  process. 

There  is  undoubtedly  hyperplasia  of  the  glandular  layer 
of  the  mucosa.  I  cannot,  however,  satisfy  myself  that  the 
uterine  wall  is  invaded,  or  the  lining  cells  of  the  utricular 
glands  reduplicated,  while  the  large  amount  of  inter- 
glandular  cell  proliferation  of  matrix  is  in  favour  of  a 
marked  inflammatory  condition,  much  in  advance  of  simple 
endometritis,  and  from  the  general  diffusion  of  cells  not 
sarcomatous. 

I  would  feel  myself  inclined  to  place  this  condition 
between  the  benign  and  malignant,  a  condition  which  I 
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believe  it  is  acknowledged  may  pass  into  adeno-carcinoma 
in  some  cases  by  a  process  of  gradual  transition. 

It  will  be  observed  that  I  have  spoken  of  invasion  of 
the  uterine  muscular  wall.  Naturally  in  early  stages  of 
disease  this  is  not  manifest,  and  when  proliferation  takes 
place  inwardly  and  in  early  stages  there  may  be  nothing 
more  than  isolated  warty  patches  on  the  surface  of  the 
internal  wall  of  the  uterine  mucosa.  But  when  the  pro- 
liferating masses  project  into  the  uterine  cavity  or  from  the 
cervical  canal,  there  is  less  difficulty  in  distinguishing  the 
epithelial  proliferating  columnar  arrangement,  round  or 
spindle-celled  sarcoma,  from  simple  adenoma,  papilloma  or 
polypus. 

In  curettings  of  these  very  early  patches,  as  in  Dr.  Ban- 
tock's  and  Mr.  Keith's  cases,  the  difficulty  is  immense  in 
deciding  whether  there  is  epithelial  proliferation  of  the  cell 
linings,  diminishing  interglandular  matrix,  and  reduplication 
of  glands,  or  whether  the  cell  proliferation  is  sarcomatous. 

Whether  these  cases  are  very  early  commencing  carci- 
nomatous, sarcomatous  disease  or  inflammatory,  we  have 
clinically  a  form  of  haemorrhage  which  neither  usual  medi- 
cation nor  curetting,  nor  removal  of  the  ovaries  and  tubes, 
appears  to  benefit  or  check. 

Haemorrhage  is  the  only  symptom  of  long  duration, 
occurring  possibly  about  the  menopause,  and  threatening 
life. 

.   Physically  there  is  no  fixation  of  the  uterus,  and  while 
there  may  be  or  may  not  be  ovarian  or  tubal  disease  there  • 
are  no  secondary  deposits,  offensive  discharge,  or  pain,  the 
usual  associates  of  progressive  malignant  disease. 

The  term  "  haemorrhagic  endometritis "  may  well  be 
applied  to  such  clinical  conditions  of  chronic  inflammation 
of  the  endometrium.  The  same  pathological  condition  of 
the  endometrium  is  also  present,  though  not  so  marked,  in 
all  cases  of  bleeding  from  the  uterus,  and  is  the  expression 
of  some  general  or  local  condition. 

Some  of  the  causes  of  uterine  haemorrhage  were  dealt 
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with  in  the  valuable  paper  contributed  to  this  Society  by 
Dr.  Savage  on  March  9,  1893,  and  in  the  debate  which 
followed.  Briefly  repeated,  such  may  be  due  to  submucous 
and  polypoid  myoma,  to  sub-involution,  flexion,  prolapse, 
malignant  disease,  ovarian  and  tubal  disease,  alcoholism, 
renal  and  hepatic  disease,  blood  stasis  associated  with  con- 
stipation and  obesity,  and  mitral  incompetency  with  back- 
ward pressure.  To  these  I  would  add  the  menorrhagias  of 
gonorrhoea  and  syphilis,  in  single  women,  parous  women, 
and  in  women  the  subjects  of  inherited  syphilis,  usually 
associated  with  ovarian  and  tubal  disease.  Pathologically,  I 
have  endeavoured  to  show  the  doubt  as  to  the  true  nature 
of  Dr.  Bantock's  and  Mr.  Skene  Keith's  cases ;  while,  as  far 
as  I  know,  there  is  nothing  in  the  clinical  history  to  throw 
light  on  the  cause  of  the  intractable  bleeding. 

In  the  late  Sir  Spencer  Wells'  case  there  is  a  history  of 
gonorrhoea  previously ;  but  I  am  not  sure  it  is  conclusive, 
and  several  facts  point  to  the  general  or  constitutional  cause 
rather  than  the  local. 

The  following  case,  without  doubt,  suggests  the  constitu- 
tional or  syphilitic  factor. 

Case  IV. — In  the  temporary  absence  of  Dr.  John  Shaw 
this  summer,  at  the  North-West  London  Hospital,  I  wad 
asked  to  see  a  married  woman,  aged  30,  the  mother  of  three 
children,  and  who  had  also  had  several  abortions.  She  was 
under  Dr.  Guthrie  for  tinnitus,  absolute  deafness  on  the 
right  side,  vertical  headache,  and  epileptiform  seizures.  In 
addition  the  periods  were  profuse  and  alarming,  lasting  nine 
days.  Her  gynaecological  history  was  this  :  In  1891  she 
states  she  suffered  from  great  bleeding  at  the  periods  with 
some  lump  in  the  side,  and  that  her  ovaries  were  removed 
in  the  Chelsea  Hospital  for  Women  in  that  year.  She  was 
relieved  of  pain,  and  haemorrhage  ceased  for  three  months, 
after  which  it  was  as  bad  as  ever.  I  understand  it  is  correct 
that  the  ovaries  were  removed,  one  being  cystic.  She  is 
subject  to  sore  throat,  and  at  the  present  time  the  fauces 
are  congested,  and  several  small  ulcerated  patches  are 
seen. 
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Under  large  doses  of  iodide  of  potassium  the  general 
condition  improved,  and  the  periods  were  reduced  to  six 
days. 

As  the  bleeding,  however,  was  still  alarming  she  was 
admitted  as  an  in-patient,  and  under  chloroform  the  uterus 
was  found  enlarged,  the  mucosa  thickened,  and  some  pelvic 
swelling  to  the  side  of  the  uterus  detected. 

She  was  curetted  by  Mr.  Jackson  Clarke,  who  informed 
me  later  that  the  mucous  membrane  did  not  differ  from  that 
usually  seen  in  chronic  endometritis,  while  the  pelvic  swelling 
was  possibly  exudative.  The  next  period  was  as  bad  as 
ever,  and  exploratory  operation  was,  after  consultation,  pro- 
posed. 

She  was,  however,  dissatisfied  that  curetting  had  done 
her  no  good,  and  left  the  hospital.  She  appears  to  have 
spent  various  periods  of  her  life  in  hospitals,  and  I  have 
little  doubt  has  been  admitted  elsewhere  since.  Both  Dr. 
Guthrie  and  Mr.  Jackson  Clarke  agreed  in  the  syphilitic 
history  in  her  case. 

So  far  I  have  endeavoured  to  deal  with  hasmorrhagic, 
1.^.,  chronic  endometritis,  and  the  diflferential  diagnosis 
between  it  and  commencing  adeno-carcinoma  of  the  body 
of  the  uterus. 

Adeno-carcinoma,  however,  attacks  the  cervical  portion ; 
but  also  in  the  cervix  and  os  the  differential  diagnosis 
between  simple  erosions,  sarcoma,  and  squamous  cancer, 
that  is  epithelioma,  has  constantly  to  be  considered. 

In  this  situation  diagnosis  is  rather  more  easy,  for 
usually  portions  are  removed  which  include  healthy  tissue, 
and  direct  epithelial  extension  from  the  surface  or  the 
presence  of  adeno-carcinoma,  or  sarcomatous  cell-growth, 
may  be  contrasted  with  normal  cervical  tissue. 

In  this  situation  the  clinical  and  pathological  differentia- 
tion between  syphilitic  erosions  and  malignant  is  not  always 
easy.  Relapsing  syphilitic  erosions,  with  or  without  indu- 
ration, are  not  uncommon  in  pregnancy  and  at  the  meno- 
pause.   They  bleed  readily,  are  associated  with    impaired 
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health,  and  to  my  knowledge  have  been  diagnosed  as  malig- 
nant, till  mercury  and  iodide  have  cleared  the  matter  up. 
As  regards  the  microscopical  differentiation,  the  epithelioid 
cells  of  syphilitic  granuloma  may  without  care  be  mistaken 
for  epithelial  proliferation. 

The  following  expresses  this  difficulty,  which  I  find  in 
Dr.  Samuel  West's  "Lectures  on  the  Diseases  of  Women,"  p. 
655,  in  a  memorandum  made  by  Mr.  Paget  (now  Sir  James), 
from  the  post-mortem  examination  of  the  uterus  ot  a  young 
woman  who  died  under  chloroform,  in  whom  a  syphilitic 
sore  had  existed  for  eighteen  months. 

^Mn  the  material  scraped  from  the  free  surface  of  the 
upper  ulcer,  there  were  so  many  small  epitheliform  scales  of 
various  shapes,  with  well-marked  nuclei  and  nucleoli,  and 
various  granular  contents,  that  epithelial  cancer  might  have 
been  suspected.  But  all  these  cells  and  their  nuclei  were 
small,  there  were  no  laminated  epithelial  corpuscles,  and 
(which  was  most  significant)  when  I  examined  the  substance 
of  its  base,  taking  it  from  beneath  and  from  immediately 
beneath  its  surface,  I  found  nothing  but  the  natural  tissues 
of  the  mucous  membrane  with  infiltrated,  inflammatory,  or 
reparative  materials.  .  .  On  the  whole,  the  result  of  the 
microscopical  examination  was  to  show  certainly  that  the 
characters  of  these  ulcers  are  like  those  of  common  ulcers, 
having  no  new  formed  structures  of  peculiar  or  specific 
form.  If  the  materials  taken  from  the  surface  of  the  ulcer 
had  been  examined  during  life,  they  would  probably  have 
led  to  a  diagnosis  of  epithelial  cancer.     .     .     ." 

Dr.  Macnaughton-Jones  observed  that  he  knew  no 
subject  more  important  than  this;  it  involved  the  difficult 
question  of  the  differentiation  of  obscure  conditions  of  the 
endometrium,  which  were  on  the  border  and  between  the 
malignant  and  the  benignant.  It  involved  also  the  question 
of  operative  procedures,  as  between  hysterectomy  and  pallia- 
tive measures.  It  was  often  very  difficult  to  make  a  diagnosis 
from  the  clinical  features  alone  ;  on  the  other  hand,  the 
evidence  supplied  by  the  microscope  was  often  conflicting. 
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He  published,  many  years  ago,  a  section  of  a  case  of 
hsemorrhagic  endometritis,  in  which  the  ultimate  ending 
of  the  case  showed  that  it  was  sarcoma ;  in  this  case  the 
structure  of  the  interstitial  tissue  presented  a  marked  devia- 
tion from  the  normal.  He  was  not  sure  that  "  hemorrhagic 
endometritis  "  was  a  scientific  term  ;  the  conditions  found 
were  so  various  that  it  came  to  this,  that  they  were  calling 
several  diseases  by  the  name  of  their  common  symptom. 
In  one  case,  where  the  patient  had  much  haemorrhage,  a 
small  raspberry-like  projection  was  found  in  the  uterus. 
The  pathologist's  report  was  that  it  was  decidedly  malig- 
nant, but  the  patient  was  at  the  present  time  alive  and  well. 
Lately  he  had  operated  on  two  cases  bearing  on  this 
question.  One  was  aged  24.  Menstruation  commenced 
at  the  age  of  12,  and  continued  regular  and  normal  until 
she  was  15.  Then  metrorrhagia  set  in,  and  continued 
excessively  and  unintermittently  for  a  period  of  six  months. 
After  this  erratic  and  excessive  periods  occurred  until  she 
was  17.  She  then  suffered  from  emansio  mensium  for  one 
year.  In  her  own  words,  "  from  that  time  the  periods  have 
occurred  at  intervals  of  a  fortnight  (sometimes  less),  and 
have  often  lasted  ten  days  or  more.  The  haemorrhage  was 
very  dark  in  colour,  with  a  great  many  large  clots.  Since 
the  age  of  20  I  have  been  worse,  sometimes  being  unwell 
for  weeks  together.  This  has  weakened  me  considerably, 
rendering  me  liable  to  sudden  giddiness  and  attacks  of 
fainting.  I  have  had  considerable  pain  at  either  side  when 
the  haemorrhage  lasted  for  any  time." 

The  second  case  was  that  of  a  lady,  aged  32.  She 
suffered  from  leucorrhcea  for  some  years,  and  as  far  back 
as  1891  she  had  been  under  treatment  for  endometritis,  and 
was  frequently  depleted.  In  August  of  that  year  curettage 
was  advised  and  carried  out.  Previous  to  this  there  had 
been  no  haemorrhage,  but  after  the  operation  it  began  to 
recur,  and  from  then  to  the  present  year  she  had  been 
subject  to  metrorrhagia.  As  she  said,  "the  haemorrhage 
generally  lasted  from  one    period  to    the    next.       I   was 
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occasionally  free  for  a  day  or  two,  but  it  seldom  quite 
stopped." 

In  the  first  of  these  two  cases  he  found  the  uterus  en- 
larged, though  not  to  any  great  extent,  the  canal  measuring 
about  three  inches.  The  patient  was  married,  but  had  no 
children.  There  was  a  profuse  haemorrhagic  discharge, 
and  a  deep  erosion  surrounded  the  os  uteri.  In  the  second 
the  uterus  was  considerably  enlarged,  the  cavity  measuring 
three  and  a  half  inches.  The  only  sign  was  the  continuous 
haemorrhage.  Both  these  cases  were  subjected  to  the  same 
treatment — dilatation  of  the  uterus,  free  curettage  of  the 
entire  cavity,  and  the  application  with  the  cotton-wool 
holder  of  a  solution  of  chromic  acid,  one  drachm  to  the 
ounce.  In  both  cases  the  result  had  been  equally  satisfac- 
tory. The  operations  were  performed  in  July  last,  and 
further  than  that  there  was  a  slight  prolongation  in  No.  2  ; 
the  catamenia  had  been  quite  regular,  and  there  had  been 
ilo  haemorrhage.  Both  patients  were  given  hydrastis  and 
stypticin  for  some  time  after  the  operation. 

The  pathological  reports  were  as  follows  : — 

"  Case  I  :  The  stroma  of  the  endometrium  is  much  infil- 
trated with  inflammatory  products  and  extravasated  blood. 
The  glandular  tubules  are  abundant,  and  for  the  most  part 
well  defined.  Though  the  appearances  are  suspicious  in 
places,  there  is  no  definite  evidence  of  malignant  disease. 
Case  2 :  The  curettings  have  been  embedded  and  cut. 
The  sections  show  hypertrophic  and  dilated  glandular 
tubules,  and  considerable  increase  of  the  cellular  stroma,  as 
in  fungous  endometritis,  but  there  is  no  evidence  of  malig- 
nant disease. — (Signed)  J.  H.  Targett." 

All  the  forms  of  endometritis  mentioned  by  Dr.  Shaw- 
Mackenzie  were  apt  to  run  into  one  another,  and  often  they 
could  not  be  differentiated.  But  when  they  had  to  deal 
with  fungous  endometritis  in  a  patient  who  had  had  severe 
haemorrhage  for  some  time,  many  portions  of  the  endo- 
metrium should  be  examined.  As  these  cases  tended  to 
become  malignant,  if  they  were  not  so  already,  removal  of 
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the  uterus  would  generally  be  the  best  thing  for  the  patient 
as  well  as  for  themselves. 

Dr.  Clement  Godson  had  seen  the  patient  mentioned 
by  Dr.  Shaw-Mackenzie  five  years  ago  in  consultation  with 
a  London  gynaecologist,  when  curetting  was  advised  and 
subsequently  done.  He  heard  no  more  of  her  until  a  few 
months  ago,  when  he  saw  her  again  in  consultation  with 
Mr.  Keith.  He  was  much  struck  by  the  marked  change  in 
her  appearance ;  she  was  pale  and  thin,  and  looked  as  if 
another  flooding  would  be  fatal  to  her.  After  hearing 
what  had  been  done,  all  without  benefit,  we  agreed  that 
the  only  treatment  was  removal  of  the  uterus ;  this  had 
been  entirely  successful,  and  he  congratulated  Mr.  Keith 
on  the  excellent  result  of  the  operation. 

Dr.  Herbert  Snow  said  that  all  who  had  depended  on 
pathologists'  reports  must  have  felt  quot  pathologists  ioi 
senteniice.  Each  pathologist  had  his  own  methods  and 
views,  and  the  very  nomenclature  w^as  vague.  Dr.  Shaw- 
Mackenzie  had  shown  one  of  the  cases  as  sarcoma;  he 
himself  held  the  view  that  sarcoma  was  invariably  accom- 
panied by  spindle  cells,  and  that  there  was  no  such -thing 
as  a  round-celled  sarcoma;  indeed,  he  doubted  whether 
a  true  sarcoma  of  the  uterus  existed.  Epithelioma  of  the 
cervix  did  not  now  concern  them,  and  so  practically  the 
only  malignant  condition  of  the  uterus  they  had  to  con- 
sider was  carcinoma  from  proliferation  of  the  tubular 
glands.  These  glands  first  became  branched,  then  ulcera- 
tion set  in  and  the  tubular  structure  became  unrecognisable. 
It  should  be  remembered  that  when  malignant  disease  oc- 
curred in  the  uterus  it  was  practically  encapsuled,  and  tended 
to  spread  along  the  free  surface  ;  he  therefore  believed  that 
if  taken  early  enough  a  free  scraping  might  be  effective  in 
curing  the  cancer,  and  the  fact  of  non-recurrence  should 
not  be  taken  to  prove  that  it  was  not  cancer. 

Dr.  F.  Edge  said  that  in  his  small  experience  he  had 
seen  three  cases  in  which  the  patient  was  near  the  meno- 
pause, and  in  which  he  could  not  discover  the  cause  of  the 
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hsemorrhage.  In  two  of  them,  under  an  anaesthetic,  he 
found  a  small  myoma.  In  many  of  these  cases  by  perform- 
ing hysterectomy  they  were  in  danger  of  going  too  far,  for 
the  haemorrhage  might  be  due  to  constitutional  conditions, 
and  it  was  sometimes  a  question  whether  they  were  not 
removing  an  organ  that  was  suffering,  but  not  to  blame. 
Taking  100  cases  of  haemorrhage  lasting  some  years,  were 
they  justified  in  doing  hysterectomy  in  every  one  because 
in  ten  of  them  malignant  disease  developed  ?  It  was 
possible  that  even  in  these  ten  the  malignant  disease  might 
be  averted  by  appropriate  treatment,  considering  how  far 
cancer  resulted  from  local  irritation.  There  was  no  pre- 
destination in  the  matter  of  cancer.  He  thought  that  to 
advise  hysterectomy  for  haemorrhagic  endometritis  was  to 
open  the  door  of  surgical  intervention  much  wider  than 
many  of  them  would  intend. 

Dr.  C.  H.  F.  ROUTH  thought  the  diagnosis  of  these  cases 
was  no  more  advanced  to-day  than  it  was  thirty  years  ago. 
Three  competent  men  might  see  a  case  and  diagnose  it 
respectively  as  carcinomatous,  sarcomatous,  and  benign. 
The  microscope  was  not  a  reliable  guide,  and  they  had  to 
look  for  other  tests.  Haemorrhage  alone  was  not  sufficient, 
they  must  take  the  tout  ensemble  of  the  patient,  and  not 
localise  their  attention  to  the  uterus.  Thus  they  must 
inquire  into  the  question  of  heredity,  and  take  note  of  the 
general  appearance.  Of  local  signs  the  two  most  important 
were  the  presence  of  indurated  glands  and  fixation  of  the 
uterus,  about  or  in  the  neighbourhood  of  affected  parts. 

Dr.  Granville  Bantock  admitted  that  he  had  very 
little  confidence  in  the  microscope ;  cases  described  as 
malignant  lived  free  of  recurrence,  and  vice  versd.  He  had 
seen  only  three  cases  in  which  he  thought  it  necessary  to 
remove  the  uterus  for  haemorrhage.  One  was  a  young 
married  woman,  aged  27,  who  had  had  both  appendages 
removed  at  different  times  i  after  this  she  had  almost  con- 
stant haemorrhage,  for  which  she  said  that  if  she  had  been 
curetted  once,   she    had    been   curetted    fifty  times.      On 


480  The  British  GytuBcological  Society. 

dilating  the  uterus  he  removed  a  table-spoonful  of  soft 
matter,  which  was  reported  on  by  a  pathologist  as  haemor- 
rhagic  endometritis.  He  removed  the  uterus,  and  on  open- 
ing it  found  another  teaspoonful  of  the  same  material.  She 
was  now  quite  welL  The  other  two  patients  had  passed 
the  menopause;  one  died  twelve  months  later,  said  to  be 
of  cancer  of  the  liver ;  the  other  was  alive  and  well.  One 
point  in  Dr.  Shaw-Mackenzie's  paper  had  been  overlooked, 
viz.,  his  view  that  these  cases  were  of  syphilitic  origin.  He 
thought  that  if  this  were  the  case  they  would  meet  with 
such  cases  much  more  frequently  than  they  did. 

Dr.  Shaw-Mackenzie,  in  reply,  said  he  agreed  with  all 
that  had  been  said  as  to  the  difHculty  of  diagnosis  between 
inflammatory  conditions  and  new  growth.  He  thought  the 
microscope  usually  was,  and  would  be,  successfully  appealed 
to  in  the  majority  of  cases.  He  was  interested  in  Dr. 
Macnaughton-Jones'  first  case,  but  he  had  not  mentioned 
the  cause  of  the  haemorrhage.  Now  he  had  seen  recently 
several  cases  of  haemorrhage  in  young  women  where  he 
believed  it  to  be  due  to  inherited  syphilis,  either  because 
sisters  had  had  notched  teeth,  or  because  the  mother  had 
had  several  miscarriages,  or  because  there  was  a  direct 
history  of  syphilis  in  the  father ;  and  in  such  cases  he  had 
obtained  excellent  results  from  the  administration  of  mercury 
and  iodides.  This  remedy  would  also  often  obviate  the 
necessity  for  curetting  in  sub-involution  of  the  uterus.  He 
regarded  haemorrhagic  endometritis  as  due,  not  so  much  to 
malignant  disease,  but  to  a  very  chronic  inflammatory 
endometritis.  Nevertheless,  hysterectomy  was  the  last 
resource  in  the  cases  he  had  brought  forward. 
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Thursday,  January  13,  1898. 

Prof.  A.  W.  MAYO-ROBSON,  F.R.C.S.,  PRESIDENT,  in  the  Chair. 

Present  :  32  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society :  H.  Jellett,  M.D.,  Dublin  ;  W.  E.  BeUis,  L.R.C.P. 
&  S.Edin.,  London. 

The  following  gentlemen  were  proposed  for  election  : 
E.  Doyen,  M.D.,  Paris ;  Prof.  Leopold  Laudau,  M.D., 
Berlin  ;  R.  J.  Kinkeard,  M.D.,  Galway ;  W.  A.  Fogerty, 
M.D.,  Limerick ;  Arnold  C.  Ingle,  M.D.,  Cambridge;  E.  A. 
Applebe,  L.R.C.P^E.,  Winchester ;  J.  J.  Redfern,  M.D., 
Croydon  ;  S.  R.  Hunter,  M.D.,  Clapham ;  S.  W.  Cheetham, 
M.R.C.S.,  London  ;  Malachi  J.  Robinson,  M.D.,  London ; 
A.  Thomson  Drake,  M.B.,  Lewisham ;  Arthur  Gale,  M.R.C.S., 
Kingston  ;  John  Chestnutt,  B.A.,  L.R.C.S.,  Howden,  Yorks  ; 
E.  S.  Forde,  L.R.C.P.  &  S.Edin.,  Galloway  ;  Henry  Pillow, 
M.D.,  London  ;  H.  R.  Mosse,  M.D.,  London ;  R.  J.  Morris, 
L.S.A.,  Lancaster;  R.  A.  Clarke,  L.R.C.S.L,  Teddington  ; 
E.  A.  Crampton  Baylor,  B.A.,  M.D.,  Dublin;  Alex.  Mac- 
donnell,  L.RC.S.Edin.,  London  ;  F.  W.  Parsons,  L.R.C.P., 
Wimbledon;  W.  H.  Bagnell,  L.R.C.S.L,  Pau,  France; 
W.  Donovan,  M.D.,  Birmingham;  T.  S.  Floyd,  M.D., 
Birkenhead;  W.  Barter,  M.D.,  London;  P.  F.  Barton, 
B.A.,  M.R.C.S.,  Wimbledon;  C.  H.  Hartt,  L.R.C.P.I., 
Greenwich  ;  T.  G.  Emmerson,  M.D.,  Wantage,  Berks ; 
P.  Quinlivan,  M.D.,  London;  T.  Arthur  Helm,  M.D., 
Manchester  ;  E.  Stanmore  Bishop,  F.R.C.S.,  Manchester  ; 
J.  L.  Thomas,  F.R.C.S.,  Cardiff.    . 
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Annual  Meeting. 
Election  of  Officers. 

The  President  stated  that  Dr.  J.  Shaw-Mackenzie  had 
withdrawn  his  name  for  the  post  of  Secretary. 

Mr.  BowREMAN  Jessett  proposed  the  nomination  of 
Dr.  Arthur  Giles  to  fill  the  post  rendered  vacant  by  Dr. 
Shaw-Mackenzie's  withdrawal. 

This  proposal  was  seconded  by  Dr.  Heywood  Smith 
and  supported  by  Dr.  Purcell. 

The  Scrutineers,  Mr.  Bowreman  Jessett  and  Dr. 
Bennett,  reported  that  with  this  alteration,  the  gentlemen 
nominated  by  the  Council  were  unanimously  elected  as 
follows : — 

President — H.  Macnaughton-Jones,  M.D.,  London. 

Vice-Presidents. — G.  G.  Bantock,  M.D.,  London ,  Pro- 
fessor J.  W.  Byers,  M.D.,  Belfast;  A.  E.  Cordes,  M.D., 
Geneva ;  G.  Elder,  M.D.,  Nottingham ;  R.  A.  Hodgson, 
M.D.,  London  ;  F.  Bowreman  Jessett,  F.R.C.S.,  London ; 
J.  J.  Macan,  M.D.,  London  ;  Professor  W.  L.  Reid,  M.D., 
Glasgow  ;  C.  H.  F.  Routh,  M.D.,  London ;  F.  F.  Schacht, 
M.D.,  London ;  W.  Travers,  M.D.,  F.R.C.S.,  London ; 
Professor  Hector  Treub,  M.D.,  Amsterdam. 

Treasurer. — J.  A.  Mansell-MouUin,  M.D.,  London. 

Council. — W.  Armstrong,  M.R.C.S.,  Buxton  ;  E.  Tenison 
Collins,  F.R.C.S.,  Cardiff;  A.  Donald,  M.D.,  Manchester; 
F.  Edge,  M.D.,  Wolverhampton  ;  C.  H.  Gage-Brown,  M.D., 
London  ;  C.  Godson,  M.D.,  London  ;  F.  N.  Haultain,  M.D., 
Edinburgh  ;  W.  Balls  Headley,  M.D.,  Melbourne ;  P.  L. 
Hebert,  M.D.,  London ;  H.  S.  Howell,  M.D.,  London ; 
Skene  Keith,  M.B.,  F.R.C.S.Edin.,  London;  R.  Marsden 
Low,  M.B.,  London  ;  Christopher  Martin,  F.R.C.S.,  Bir- 
mingham ;  A.  W.  Mayo-Robson,  F.R.C.S.,  Leeds ;  W.  H. 
Newnham,  M.R.C.S., Clifton ;  James  Oliver,  M.D.,  London; 
H.  F.  Powell,  M.D.,  London ;  Professor  A.  J.  Smith, 
M.D.,  Dublin ;  Heywood  Smith,  M.D.,  London ;  R.  T. 
Smith,   M.D.,    London ;    E.    T.  Smith,   L.SJV.,    London ; 
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D.  Thomson,  M.D.,  London  ;   John  Wallace,  M.D.,  Liver- 
pool ;  W.  S.  Wyman,  M.D.,  F.R.C.S.,  London. 

Editor  of  Journal, — F.  F.  Schacht,  M.D.,  London. 
Hon.  Secretaries. — George  E.  Keith,  M.B.,  London  ;    A. 

E.  Giles,  M.D.,  London. 

Treasurer's  Report. 

The  TreTasurer  (Dr.  Mansell  MouUin),  in  presenting 
the  financial  report  for  the  year  ending  December  31,  1897, 
said  :  "  I  have  little  to  add  to  the  report.  The  account  is 
very  similar  to  that  of  preceding  years.  The  balance  at  the 
end  of  the  year,  £199,  compares  with  a  balance  of  j^207  at 
its  commencement,  but  there  are  one  or  two  accounts  still 
outstanding,  which  will  have  to  appear  against  the  Society 
in  the  next  balance  sheet. 

"Neaily  the  whole  of  the  Society's  income,  you  see,  is 
devoted  to  the  production  of  the  Journal.  I  must  take 
this  opportunity  to  compliment  our  Editor  (Dr.  Schacht) 
on  the  very  high  degree  of  excellence  at  which  he  maintains 
the  Journal.  I  am  sure  you  will  all  agree  with  me  it  is  the 
very  best  of  its  kind,  thoroughly  worthy  of  the  Society,  and 
reflects  the  utmost  credit  on  Dr.  Schacht  and  those  con- 
cerned in  its  production.  I  am  pleased  to  add  a  strict 
regard  for  economy  is  observed.  The  cost  of  the  Journal  is 
exceedingly  heavy,  and  the  Society's  income  being  limited, 
it  is  necessary  to  fix  some  limit  to  the  expenditure  in  this 
direction.  Both  the  Editor  and  the  Society  are  doing  their 
utmost,  and  I  think  the  Fellows  have  every  reason  to  be 
pleased.  The  securities  held  by  the  Society  are  the  same  as 
heretofore.  Dr.  Heywood  Smith  and  Dr.  Bennett  have 
kindly  audited  the  accounts." 

Mr.  BOWREMAN  Jessett  said  that  their  best  thanks 
were  due  to  the  Treasurer  for  the  excellent  way  in  which 
his  accounts  were  kept  and  laid  before  them.  The  Journal 
carried  away  most  of  the  money  ;  but  he  was  sure  that  this 
was  a  way  in  which   they  would  all  wish    the  money  to 
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be  spent,  because  comparatively  few  of  the  Fellows  could 
attend  the  meetings ;  but,  thanks  to  the  Journal,  all  could 
know  what  was  going  on  in  the  Society,  as  well  as  the  pro- 
gress in  gynaecology  in  the  world  at  large.  He  had  pleasure 
in  moving  a  hearty  vote  of  thanks  to  Dr.  Mansell  Moullin. 

Dr.  Heywood  Smith  seconded  the  vote  of  thanks. 
He  cordially  endorsed  all  that  had  been  said  as  to  the 
expenditure  on  the  Journal.  As  auditor,  he  had  been 
much  impressed  with  the  neat  and  correct  way  the  Trea- 
surer's accounts  had  been  kept. 

The  proposal  was  supported  by  Dr.  C.  H.  Bennett, 
and  carried  unanimously. 

Editor's   Report. 

The  Society's  Journal  during  the  last  year  has  been 
continued  on  very  much  the  same  lines  as  heretofore.  Any 
modifications  that  have  to  be  recorded  are  modifications  of 
detail  rather  than  of  the  general  design.  Still  those  altera- 
tions in  detail  are,  from  the  Editorial  point  of  view,  important, 
seeing  that  by  them  it  is  hoped  the  Journal  may  become 
more  attractive,  not  only  to  the  Fellows  of  the  Society,  but 
also  to  all  who  are  interested  in  Gynaecology.  The  principal 
modification  lies  in  the  substitution  of  a  smaller  type  for  the 
Summary  of  Gynaecology  at  the  end  of  the  Journal.  The 
advantages  thus  gained  are  obvious;  for  not  only  can  a 
larger  number  of  important  abstracts  from  the  numerous 
Gynaecological  Journals  be  inserted,  but  they  can  be  pub- 
lished in  a  form  sufficiently  extended  to  make  them  of  real 
value  to  the  Fellows. 

In  this  way  are  indicated  those  articles  in  foreign  Journals 
that  are  most  worthy  of  notice,  as  well  as  the  direction  in 
which  foreign  as  well  as  English  Gynaecology  is  tending. 
Such  information  can  only  be  second  in  value  to  the  record 
of  the  Proceedings  of  the  Society  itself,  and  therefore  of 
extreme  importance  to  the  Journal.  It  is  difficult  to  accu- 
rately gauge  the  increase  in  length  of  these  abstracts,  but  as 
VOL,  XIII. — ^NO.  52,  33 
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far  as  numbers  go,  there  were  121  in  1897  as  compared 
with  71  in  1896. 

An  endeavour  has  been  made  to  make  original  articles 
more  attractive  by  the  freer  use  of  illustrations — ^and  it  is 
only  the  question  of  expense  which  puts  a  serious  limit  to 
development  in  this  direction. 

The  Reports  of  the  Society's  Proceedings  have  been 
recorded  in  his  usual  accurate  and  able  fashion  by  Dr.  Giles, 
and  contain,  besides  the  descriptions  of  an  unusual  number 
of  interesting  specimens,  some  valuable  papers  on  a  variety 
of  subjects,  beginning  with  Dr.  Godson's  able  valedictory 
address  on  "  Antiseptics  in  Gynaecology."  This  was  followed 
by  the  President's  most  interesting  discourse  on  "  The  Rela- 
tion of  Gynascology  to  Surgery." 

The  other  meetings  were  occupied  by  (a)  a  long  and 
adjourned  discussion  on  Dr.  Beatson's  "  Method  of  Treat- 
ment of  Inoperable  Carcimona "  (in  which  Dr.  Beatson 
himself  took  part),  opened  by  Dr.  Armstrong  of  Buxton ;  and 
(6)  valuable  papers  by  Dr.  Herbert  Snow  on  "  Exploratory 
Laparotomy";  Dr.  R.  T.  Smith  on  "Puerperal  Peritonitis 
treated  by  Anti-streptococcic  Serum";  Dr.  Hector  Treub  on 
"The  Mechanism  of  the  Inversion  of  the  Uterus";  Dr. 
Skene  Keith  on  "  Dysmenorrhoea  ";  and  Dr.  Shaw  Mackenzie 
on  "  Hsemorrhagic  Endometritis." 

The  Original  Communications  have  been  both  theoretical 
and  practical  and  always  full  of  interest.  They  were : 
— "Gynaecology  in  Berlin,"  by  H.  Macnaughton-Jones ; 
"  The  Development  and  the  Present  Status  of  Hysterectomy 
for  Fibro-Myomata  and  for  Inflammation  of  the  Uterine 
Appendages  in  America,"  by  Charles  P.  Noble,  M.D. ; 
"Sarcoma  of  the  Uterus,"  by  W.  Roger  Williams,  F.R.C.S ; 
"Twelve  Months'  Gynaecological  Work,"  by  J.  A.  Mansell 
MouUin;  "Clinical  Notes  and  Observations  on  One  Hun- 
dred Consecutive  Cases  of  Abdominal  Section,"  by  J.  Fur- 
neaux  Jordan,  M.B.,  F.R.C.S. ;  "  On  the  Use  of  Nitrous 
Oxide  Gas  and  Oxygen  in  Minor  Gynaecological  Operations," 
by  H.  Bellamy  Gardner;  "Asepsis  and  Antisepsis  in  Gynae- 
cology," by  H.  Macnaughton-Jones. 
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The  Reports  of  Societies'  Proceedings  have  been  more 
extended ;  the  Reviews  have  been  more  numerous,  and  in 
consequence,  perhaps,  the  number  of  books  sent  for  review 
have  increased. 

I  have  still  to  note  that  the  number  of  Clinical  Cases  sent 
me  are  not  so  numerous  as  I  could  wish ;  and  as  the  Fellows 
of  this  Society  could  supply  any  number  with  very  little 
trouble,  if  they  would  only  persuade  themselves  to  do  so,  I 
venture  again  to  ask  them  to  bear  this  heading  in  mind  and 
benefit  their  brethren  by  sending,  in  short  and  simple  form, 
their  interesting  cases. 

The  question  of  the  advertisements  has  been,  and  is  still 
receiving,  the  attention  of  the  Journal  Committee.  I  am  glad 
to  say  that  a  good  number  of  fresh  ones  have  been  recently 
obtained,  and  I  hope  the  Treasurer  will  be  able  to  give  a 
better  report  under  this  item  in  his  next  Balance  Sheet. 

I  have,  in  conclusion,  to  put  on  record  once  more  the 
very  valuable  assistance  I  continue  to  receive  from  many  of 
the  Fellows — especially  Dr.  Edge,  Dr.  Hebert,  Dr.  Giles, 
Mr.  Jessett,  Dr.  Macnaughton-Jones,  Dr.  Jordan,  Dr.  Macan, 
Mr.  Taylor  and  Dr.  Travers,  and  I  would  express  the  hope 
that  others  may  be  able  to  give  the  Journal  the  advantage  of 
their  assistance  in  the  coming  year. 

The  President,  in  moving  the  adoption  of  the  Editor's 
report,  proposed  a  hearty  vote  of  thanks  to  Dr.  Schacht 
for  his  important  services  in  editing  the  valuable  Journal. 
Most  of  the  Fellows  could  not  be  present  at  the  Society's 
meetings,  but  the  discussions  were  so  well  reported  that  all 
who  could  not  be  there  could  keep  themselves  abreast  of 
the  work  done.  He  thought  the  way  the  Journal  was  con- 
ducted was  so  efficient  as  to  leave  no  room  for  improvement. 

Dr.  Macnaughton-Jones  seconded  the  motion,  and 
remarked  that  after  what  had  been  said  by  the  President 
there  was  little  that  he  need  add.  He  looked  on  the  Journal 
as  second  to  none  in  the  world.  When  the  previous  Editor 
laid  down  his  task,  many  felt  that  it  would  be  a  very  difficult 
matter  for  another  to  carry  on  the  work  equally  well ;  but 
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any  anxiety  they  might  have  felt  had  been  entirely  dispelled 
by  Dr.  Schacht's  admirable  editorship. 

The  vote  of  thanks  was  carried  with  acclamation. 

Vole  of  thanks  to  Retiring  Officers. 

Dr.  Heywood  Smith  proposed  this  vote  of  thanks.  He 
said  that  he  need  not  select  names,  but  perhaps  special 
thanks  were  due  to  the  retiring  President,  Professor  Mayo- 
Robson,  for  the  trouble  he  had  taken  in  coming  up  so 
regularly  from  Leeds  to  preside  at  their  meetings. 

Dr.  PURCELL  seconded  the  motion,  which  was  carried 
unanimously. 

The  President  then  delivered  a  valedictory  address. 

Valedictory  Address. 

By  A.  W.  Mayo  Robson,  F.R.C.S.,  Professor  of  Surgerj' 
in  the  Yorkshire  College  of  the  Victoria  University; 
Senior  Surgeon  to  the  General  Infirmary  at  Leeds. 

Gentlemen, — I  trust  that  you  will  condone  my  departure 
from  the  usual  valedictory  address  in  taking  as  my  subject 
one  which,  I  believe,  cannot  help  but  interest  all  who  are 
engaged  in  gynaecological  practice.  I  have  ventured  to  do 
this  for  several  reasons  :  first,  because  I  happen  to  have  had 
considerable  experience  in  the  subject  of  ectopic  gestation, 
having  either  myself  operated  on,  or  seen  with  others,  close 
on  40  cases  ;  secondly,  because  I  have  certain  original 
observations  on  diagnosis  to  mention  ;  and  thirdly,  because 
I  have  recently  heard  or  read  of  a  number  of  deaths  from 
ectopic  pregnancy  which  would  not  have  occurred  had  the 
subject  been  as  well  understood  by  the  profession  at  large 
as  it  is  by  the  Fellows  of  this  and  kindred  societies.  I  feel, 
therefore,  that  as  President  of  the  British  Gynaecological 
Society,  I  shall  be  taking  a  broader  view  of  the  responsi- 
bilities of  my  office  by  taking  up  a  subject  of  wider  interest 
than  if  my  remarks  were  simply  confined  to  the  session's 
work,  important  as  it  has  been. 
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The  subject  of  ectopic  pregnancy  is  of  no  less  scientific 
than  practical  importance,  for  not  only  does  it  offer  several 
problems  difficult  of  explanation,  but  from  its  frequent 
occurrence  and  its  alarming  and  dangerous  symptoms,  its 
study  becomes  of  the  first  importance  both  to  the  general 
practitioner  and  to  the  operating  surgeon. 

It  is  a  curious  fact  that  in  every  female  mammal  above  the 
monotremes,  there  is  a  portion  of  the  genital  canal  between 
the  abdominal  ostium  and  the  uterus  in  which,  under 
normal  conditions,  the  impregnated  ovum  is  not  retained, 
and  that  its  lodgment  and  growth  in  this  situation  rarely 
occur  except  in  woman. 

Its  frequency  in  woman  may  be  the  result  of  desquamative 
salpingitis,  which  Mr.  Lawson  Tait — to  whom  we  owe  so 
much  in  this  special  line  of  work — says  is  always  present 
in  such  cases.  The  fact  of  there  nearly  always  being  a 
history  of  previous  menstrual  troubles,  and  often  of  serious 
pelvic  disease,  before  the  ectopic  pregnancy  occurs,  tends  to 
support  this  view,  and  it  is  well  shown  in  the  record  of  my 
cases  handed  round ;  though  in  one,  Case  2,  there  was  not 
only  an  entire  absence  of  any  such  history,  but  the  organs 
themselves  when  handled,  and  the  tube  when  examined  after 
removal,  showed  no  evidence  of  disease  other  than  the  one 
for  which  operation  was  undertaken. 

Tubal  gestation  is  of  interest  also,  from  the  many  forms 
it  may  assume  and  the  many  accidents  that  may  occur  in 
its  course;  these  varieties  being  mainly  dependent  on  the 
position  of  the  ovum  in  the  tube  as  well  as  on  the  site  of 
the  placenta.  I  have^  endeavoured  to  show  in  the  chart  the 
probable  varieties  of  the  disease  that  may  be  met  with,  and 
have  marked  by  an  asterisk  those  varieties  that  I  believe  I 
have  had  experience  of. 

Had  I  the  wish,  it  would  be  manifestly  impossible  in  a 
short  address  to  traverse  the  whole  field  in  so  extensive  a 
subject.  I  propose,  therefore,  to  make  some  remarks  on  my 
cases,  to  refer  to  certain  points  in  diagnosis,  and  to  consider 
one  or  two  details  in  treatment. 
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Taking  the  list  as  a  guide,  it  will  be  noticed  that  the 
greater  number  of  cases,  Nos.  i  to  9,  come  under  the  regular 
form,  in  which  the  rupture  takes  place  into  the  peritoneal 
cavity  before  the  twelfth  week,  and  death  occurs  from 
haemorrhage  unless  the  case  be  treated  surgically,  and  it 
will  be  seen  that  of  these  all  recovered  except  one,  who  was 
operated  on  when  pulseless,  and  where  death  resulted  from 
pulmonary  embolism  within  twenty-four  hours. 

The  next  most  frequent  class  in  the  list,  Nos.  16,  18,  20, 
21,  22,  and  23,  where  the  primary  haemorrhage  is  recovered 
from,  may  be  termed  subacute,  and  is  interesting  in  that 
the  after-course  is  so  very  variable.  The  bleeding  becomes 
arrested  by  plastic  peritonitis  throwing  out  a  barrier  of 
lymph  which  causes  adhesions  of  the  contiguous  viscera, 
thus  forming  a  more  or  less  considerable  pelvic  tumour. 

These  cases  may  be  difficult  to  diagnose  unless  the 
history  be  carefully  taken,  but  as  a  rule  that  is  sufficiently 
characteristic  to  give  the  key  to  the  situation.  Cases  16,  20, 
21,  22  and  23,  are  good  examples  of  the  limitation  of  bleed- 
ing by  matting  of  intestines  and  omentum,  and  in  cases  3,  5, 
and  8,  the  occurrence  of  second  and  third  attacks  of  syn- 
cope probably  marks  the  recurrence  of  fresh  haemorrhages. 
Case  22  is  a  forcible  example  of  one  of  these  cases  being  left 
to  Nature  for  six  weeks,  the  operation  having  at  last  to  be 
undertaken  with  a  pulse  of  145,  and  a  temperature  of  102° ; 
fortunately,  however,  it  was  not  too  late. 

Nos.  14  and  17  are  instances  of  so-called  haemato-sal- 
pinx  in  which  the  blood  had  been  poured  out  through  the 
open  end  of  the  tube,  either  from  death  of  the  ovum  or 
from  abortion  into  the  peritoneum  through  the  abdominal 
ostium. 

I  have  seen  and  operated  on  several  cases  of  suppuration 
in  the  pelvis,  in  which  the  history  and  the  character  of  the 
abscess  have  led  me  to  believe  that  the  cause  has  been  an 
extra-uterine  gestation,  in  which  the  bleeding  has  become 
limited  by  adhesions  and  the  intra-peritoneal  haematocele 
has  afterwards  broken  down  into  pus,  but  the  difficulty  of 
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proving  the  origin  has  led  me  to  leave  them  out  of  the  list. 
In  Case  10,  however,  the  history  of  an  ectopic  pregnancy 
rupturing  into  the  broad  ligament  and  of  the  haematocele 
breaking  down,  seems  so  clear  that  I  have  introduced  it 
as  an  example.  This  case  also  shows  how  a  false  stricture 
of  the  rectum  may  be  produced  by  effusion  into  the  left 
broad  ligament,  and  yet  completely  clear  up  when  the 
collection  is  evacuated. 

Case  4  may  possibly  be  an  example  of  ovarian  preg- 
nancy, but  if  so,  it  was  at  an  extremely  early  stage  and  the 
ovum  was  not  found,  though  searched  for  in  the  blood  clot ; 
moreover,  the  tube  and  ovary  were  adherent,  so  that  even 
had  the  ovum  been  discovered  the  proof  of  ovarian  gestation 
would  not  have  been  certainly  established.  It  is  of  interest 
in  that  it  occurred  in  a  patient  on  whom  I  had  operated  on 
account  of  a  ruptured  ectopic  gestation  on  the  opposite  side 
four  months  previously. 

Case  3  exemplifies  apparent  recovery  after  the  first  rup- 
ture, then  secondary  rupture  of  the  false  gestation  sac, 
and  fatal  haemorrhage  saved  by  operation.  No.  11,  which 
came  under  my  care  for  cystitis,  presents  several  interesting 
points.  The  patient,  then  single,  was  in  the  hospital  in 
York  twenty-five  years  before,  and  excited  considerable 
interest,  as  although  pregnancy  was  diagnosed,  she  denied 
it,  and  apparently  proved  herself  in  the  right  at  the  time,  as 
labour  never  supervened.  She  passed  through  a  tardy  abdo- 
minal illness,  but  was  well  enough  to  marry  four  years  later, 
and  remained  well  until  cystitis  developed.  On  sounding 
the  bladder  I  felt  a  solid  body,  and  after  dilating  the  urethra 
I  removed  a  number  of  bones  belonging  to  a  lithopaedion, 
the  sac  of  which  I  could  feel  bimanually  in  the  pelvis.  By 
means  of  a  scoop  and  a  syringe  I  was  able,  under  ether,  to 
empty  the  sac,  and  the  patient  recovered,  and  was  well  ten 
years  later. 

Diagnosis. — ^In  all  the  acute  cases  that  1  have  seen  there 
has  been  no  difficulty  in  making  a  diagnosis,  the  symptoms 
having  been  pathognomonic.    These  were  a  sudden  pelvic 
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pain  followed  by  faintness  of  varying  degrees,  even  to 
extreme  collapse  ;  the  history  of  one,  or  perhaps  two,  missed 
periods,  and  usually  the  appearance  of  a  slight  metrorrhagia^ 
with,  at  times,  ithe  passing  of  decidual  membrane.  On 
pelvic  examination  the  uterus  was  usually  found  tilted  over 
to  the  normal  side,  and  a  soft  doughy  swelling  could  be  felt 
at  the  site  of  the  disease.  The  special  symptoms  to  which 
I  would  draw  attention  are  : — 

(i)  Superficial  dulness  on  percussion  over  the  pubes  and 
in  either  flank,  which  on  deeper  percussion  gives  a  resonant 
note. 

(2)  A  thrill  in  the  same  regions  on  gently  flicking  with 
the  finger  nail,  though  no  ordinary  signs  of  fluctuation  can 
be  felt. 

(3)  A  symptom  which,  I  believe,  has  not  been  hitherto 
described.  On  turning  the  patient  over,  the  dulness  in 
the  flank  then  uppermost  persists  for  some  little  time,  but 
gradually  disappears  in  a  way  which  I  have  never  found 
in  the  case  of  any  other  fluid  than  blood  in  the  peritoneal 
cavity. 

(4)  In  one  case  related  to  me  by  my  colleague,  Mr. 
Jessop,  the  liver  dulness  had  entirely  disappeared,  apparently 
owing  (a)  to  the  liver  having  become  diminished  in  size 
from  the  loss  of  blood,  and  {b)  to  the  bowels  having  been 
pushed  up  by  the  effusion  of  blood  in  the  pelvis. 

In  nearly  all  the  cases  there  was  dysmenorrhoea  for  some 
time  before  the  catastrophe,  and  in  several  the  pain  of  the 
pregnant  tube  led  the  patients  to  seek  advice  before  rupture 
occurred. 

In  three  cases  I  made  the  diagnosis  of  tubal  pregnancy 
before  rupture  ;  in  one.  Case  13,  the  rupture  occurred  into 
the  broad  ligament,  and  after  a  long,  tedious  illness  the 
patient  recovered  without  operation.  In  another.  Case  19^ 
I  removed  the  unruptured  tube  containing  the  ovum ;  and 
in  a  third,  Case  6,  I  made  the  diagnosis  and  arranged  to 
operate,  and  the  rupture  actually  occurred  on  the  way  to 
the  operating  theatre,  where  I  removed  the  tube  still  bleeding. 
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In  the  class  of  cases  not  seen  until  some  time  after  the 
first  rupture,  the  presence  of  a  painful  tumour  fixing  the 
uterus,  often  more  marked  at  one  side,  usually  filling  up 
the  pouch  of  Douglas,  and  sometimes  reaching  above  the 
pelvic  brim,  when  taken  with  the  presence  of  metrorrhagia, 
the  passage  of  decidual  membrane,  and  the  characteristic 
onset  following  on  previous  dysmenorrhoea  with  one  or 
two  missed  periods,  will  usually  lead  to  a  right  conclusion. 

TreatmenL — Had  it  not  been  that  quite  recently  I  saw 
the  report  of  a  fatal  case  of  ectopic  pregnancy  in  which  a 
surgeon  was  called  in  but  declined  to  operate  because  of 
the  collapsed  condition  of  the  patient,  I  should  not  have 
thought  it  worth  while  to  remark  on  the  treatment  of  these 
cases,  as  I  think  we  are  nearly  all  agreed  that  the  arrest  of 
haemorrhage  by  the  ligature  and  removal  of  the  bleeding 
tube  should  always  be  adopted  when  the  rupture  has  taken 
place  into  the  peritoneal  cavity. 

A  reference  to  my  table  of  cases  will  show  that  three 
of  the  patients  were  pulseless  at  the  time  of  operation,  and 
in  all  three  a  pulse  had  returned  at  the  wrist  before  the 
operation  was  finished,  doubtless  due  to  transfusion  through 
the  peritoneum  by  the  absorption  of  the  saline  solution  used 
in  washing  out  the  abdominal  cavity  to  clear  it  of  blood 
and  clot. 

My  former  remarks  will  show  that  I  believe  there  will 
^Idom  be  any  doubt  in  diagnosis,  but  even  if  there  should 
be,  it  is  infinitely  better  to  make  a  small  exploratory  incision 
in  the  middle  line  than  to  stand  idly  by  and  allow  the 
patient  to  die  of  haemorrhage  when  the  simple  application 
of  a  ligature  could  save  her  life.  Such  an  exploratory 
operation  need  not  necessarily  open  the  abdomen,  as  in  case 
of  intra-peritoneal  haemorrhage  the  blood  shows  through 
on  exposing  the  parietal  peritoneum. 

Even  where  the  patient  has  partly  recovered  from  the 
first  haemorrhage  I  would  urge  operation,  since  a  second 
haemorrhage  may  at  any  moment  occur  and  prove  fatal 
before    operation    can    be    arranged.    When    rupture   has 
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occurred  into  the  broad  ligament,  operation  is  not  called 
for,  unless  the  haemorrhage  be  very  excessive,  or  unless  at 
a  later  stage  it  ends  in  suppuration. 

When  it  is  borne  in  mind  how  fatal  this  accident  is,  and 
what  a  terrible  condition  the  patient  usually  is  in  when  the 
surgeon  arrives,  it  is  as  astonishing  as  it  is  gratifying  to 
know  that  the  operation  is  so  safe  and  satisfactory.  For 
instance,  had  it  not  been  for  the  accidental  death  from 
pulmonary  embolism  in  a  patient  pulseless  when  operated 
on,  I  should  have  been  able  to  record  an  uninterrupted 
series  of  recoveries ;  as  it  is,  the  one  death  in  twenty-three 
only  gives  a  mortality  of  4*3  per  cent. 

Dr.  C.  H.  F.  ROUTH  counted  it  a  pleasure  and  an  honour 
to  move  a  hearty  vote  of  thanks  to  the  President,  not  only 
for  his  interesting  address,  but  also  for  the  way  in  which  he 
had  presided  over  their  meetings ;  to  such  a  presidency  the 
Society  was  largely  indebted  for  the  respect  in  which  it  was 
universally  held.  The  paper  they  had  just  heard  showed 
conclusively  that  though  there  were  many  gynaecologists  in 
•  London,  they  could  not  have  done  better  than  they  did 
in  selecting  Prof.  Mayo  Robson  as  their  President. 

Dr.  BOWREMAN  JESSETT  seconded  the  vote  of  thanks. 
He  said  that  a  year  ago  they  had  no  doubt  that  Prof.  Mayo 
Robson  would  fulfil  his  duties  as  ably  as  had  proved  to  be 
the  case.  It  was  then  objected  by  some  that  a  general 
surgeon  was  not  the  proper  man  to  preside  over  the  British 
Gynaecological  Society;  but  if  a  gynaecologist  could  not 
be  a  general  surgeon,  their  President  had  shown  that  a 
general  surgeon  could  be  a  gynaecologist. 

Dr,  RouTH  put  the  motion  to  the  meeting ;  it  was  carried 
with  cordial  acclamation. 

The  President  said  that  he  felt  he  could  not  find  words 
to  thank  the  proposer  and  seconder  for  the  kind  way  in 
which  they  had  moved  this  vote  of  thanks,  nor  the  Fellows 
for  the  kind  way  in  which  they  had  received  it.  It  had  given 
him  great  pleasure  to  preside  at  the  meetings ;  and  he  felt 
it  an  honour,  as  a  provincial  surgeon,  to  be  President  of 
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this,  a  London  Society.  He  himself  hesitated  at  first  to 
accept  ofl&ce  on  the  ground  that  he  was  a  general  surgeon, 
but  he  felt  grateful  to  the  Fellows  for  accepting  the  view 
that  a  general  surgeon  could  be  a  gynaecologist.  Gynaecology 
was  a  wide  field ;  it  was  not  all  surgery,  but  surgery  entered 
largely  into  it.  They  could  here  meet  as  physicians  and 
surgeons ;  and  by  taking  this  broad  view,  they  would  hit 
upon  the  proper  medium.  He  wished  to  express  his  thanks 
for  the  kindness  and  universal  courtesy  he  had  received, 
diu*ing  his  year  of  ofl&ce,  from  Ofl&cers  and  Fellows  alike. 
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Hysterectomy  for  Fibro-myomata — Some  Early 
Records— Remarks. 

By  Mary  A.  Dixon  Jones,  M.D.,  New  York  City. 

I  HAVE  just  had  the  pleasure  of  reading  in  your  journal 
of  May,  1897,  the  article  by  Dr.  Charles  P.  Noble  on  "The 
Development  and  the  Present  Status  of  Hysterectomy  for 
Fibro-myomata  and  for  Inflammation  of  the  Uterine  Appen- 
dages in  America."  On  page  52  Dr.  Noble  remarks  :— 
"Until  1888  all  progress  had  been  along  the  lines  of  per- 
fecting the  technique  of  supra-vaginal  amputation.  Pan- 
hysterectomy for  uterine  fibroid  was  first  performed  in 
America,  February  16,  1888.  The  operation  was  deliber- 
ately undertaken,  as  shown  by  the  fact  that  some  months 
previously  Dr.  Jones  had,  in  a  public  discussion,  spoken  of 
the  advantages  which  such  an  operation  would  have.  At 
the  time  this  operation  was  published  it  was  supposed  by 
Dr.  Jones  to  have  been  the  first  pan-hysterectomy  for 
fibroid  tumour,  as  the  admirable  work  of  Bardenheuer  was 
not  known  in  America."* 

*  Dr.  E.  W.  Gushing,  of  Boston,  refers  to  the  same  in  his  paper,  read 
before  the  New  York  Academy  of  Medicine,  Section  for  Gynaecology  and 
Obstetrics,  March  28,  1895  (published  in  the  MoncUschrift  fuer  Gedurish 
«.  Gynak.).  Dr,  Gushing  says  :  "  Meanwhile,  however,  another  great 
advance  had  taken  place,  and  that  was  the  introduction  of  a  safe  and 
feasible  method  of  removing  the  entire  uterus  through  the  abdominal 
incision.''  On  November  23,  1887,  Dr.  Mary  A.  D.  Jones  presented 
before  the  New  York  Pathological  Society  a  fibroid  of  the  uterus,  removed 
with  extra-peritoneal  treatment  of  the  stump.  She  then  said  to  the 
Society  that  she  "believed  a  better  and  more  rational  procedure  would 
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I  wish  now  to  present  the  history  of  each  of  these  two 
cases  operated  on  by  total  hysterectomy,  the  one  in  Europe 
and  the  other  in  America ;  also  I  wish  to  present  the  his- 
tory of  the  immediately  preceding  operation  of  these  two 
surgeons,  which  operation  in  each  instance  probably  sug- 
gested the  new  procedure,  or  led  to  it. 

But  before  either  of  these  operations  total  hysterectomy 
for  myo-fibromata  of  the  uterus  had  been  performed  by 
Charles  Clay,^  of  Manchester,  England ;  his  operation  was 
on  January  16,  1844,  and  he  reported  the  same  before  the 
Obstetrical  Society  in  London,  1863,  saying  :  "  The  disease 
had  existed  sixteen  years,  the  patient  had  an  enormously 
enlarged  abdomen,  the  left  ovarium  was  four  pounds  in 
weight,  the  uterus  twenty  pounds,  and  the  cystic  deposit 
amounted  to  about  eight  pounds,  making  thirty-two  pounds 
in  all.  I  determined  to  extirpate  the  whole,  converting  the 
vagina  into  a  cul-de-sac.  The  operation  was  soon  and  easily 
accomplished.  On  the  twelfth  day  she  was  doing  so  well 
that  every  reasonable  hope  was  entertained  of  her  ultimate 
recovery.  On  the  thirteenth  day,  the  nurse  lifting  her  from 
her  bed,  the  patient  fell  on  the  floor  somewhat  violently  and 
died  on  the  morning  of  the  fifteenth." 

This  patient  of  Dr.  Clay's  had  evidently  recovered  from 
the  operation.  The  operation  was  a  success,  and  as  Charles 
Clay  said :  "  It  was  the  first  operation  in  the  world  where 
both  uterus  and  ovaries  were  extirpated  through  the  ab- 
dominal walls.     Reflecting  on  this  case,"  said  Dr.  Clay,  "  it 


have  been  to  open  the  abdominal  walls,  being  well  assured  of  the  con- 
ditions, and  liberating  any  adhesions,  then  to  sever  the  vaginal  connec- 
tions as  in  kolpo-hysterectomy  and  to  remove  the  entire  uterus."  On 
February  16,  1886,  she  performed  total  extirpation  for  a  large  myoma 
complicated  with  immense  pus  tubes.  .  .  .  For  ten  years  after  the 
publication  of  the  case  of  Bumham  in  1878,  until  the  operation  of  Dr. 
Jones,  no  permanent  improvements  in  hysterectomy  were  invented  in  this 
country.  All  that  was  done  was  to  try  to  improve  on  the  methods  of 
Schroeder. 

'  Obstetrical  Transactions^  1864,  p.  66. 
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appeared  to  me  quite  possible  for  a  female  to  recover  with 
the  uterus  extirpated." 

Dr.  Clay's  second  operation  for  hysterectomies  for  fibro- 
myomata  was  January  2,  1863,  which  he  called  "total 
hysterectomy,"  but  it  was  not  a  total  extirpation.  He  did 
not  in  this  case  quite  come  up  to  the  light  he  had.  His 
great  soul  was  drifted  from  the  clear  proceedings  by  the 
kindly  thought  of  leaving  in  the  woman  a  perfect  vaginal 
canal.  Still  it  was  a  beautiful  operation,  and  beautifully 
performed.  He  says  :  "  The  tumour  appeared  to  be  five  or 
six  pounds,  filling  a  large  portion  of  the  pelvic  basin.  I 
made  an  incision  of  eleven  inches,  when  a  large  tumour 
came  in  view,  of  very  irregular  shape,  one  portion  of  which 
was  firmly  imbedded  in  the  pelvis,  and  with  great  difficulty 
could  be  dislodged.  The  right  ovary  was  diseased,  but  not 
much  enlarged.  I  dissected  the  broad  ligaments  from  the 
tumour,  and  securing  them  by  ligatures  divided  them,  and 
continued  my  progress  down  to  the  cervix.  Having 
satisfied  myself,  by  passing  my  finger  well  around  it,  I  placed 
a  ligature  on  it  just  immediately  above  the  plane  of  the  os, 
consisting  of  three  strands  of  strong  Indian  hemp,  and  then 
divided  the  cervix.  My  intention  in  so  doing  was  to  secure 
the  OS  itself  for  the  summit  of  the  vaginal  canal,  and  to 
keep  entire  the  vagina  in  its  full  integrity,  rather  than  run 
the  risk,  as  I  had  done  in  a  case  of  1844,  of  gathering 
together  within  the  ligature  the  vaginal  coats  just  below  the 
OS ;  in  that  case,  if  it  had  recovered,  I  should  have  had  a 
short  and  contracted  vaginal  canal,  with  less  certainty  of 
healing.  In  the  present  case  I  placed  full  reliance  in  the 
powers  of  nature,  by  the  help  of  the  ligature,  to  obliterate 
the  passage  through  the  os,  and  prevent  the  admission  of  air 
(so  such  feared  by  many)  within  the  abdominal  cavity.  The 
tumour  was  removed  with  trifling  loss  of  blood.  The  in- 
teguments were  brought  together  and  secured  with  six 
interrupted  sutures,  bandaged,  &c.,  and  the  patient  placed 
comfortably  in  bed  in  about  fifteen  minutes  from  the  com- 
mencement." 
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"  Immediately  after  the  operation  Professor  Simpson 
arrived  from  Edinburgh,  and  carefully  examined  the  tumour 
as  well  as  the  patient,  in  which  he  felt  great  interest.  At  his 
special  request  the  tumour  was  forwarded  to  Edinburgh  for 
more  minute  investigation.  I  have  since  received  from  him 
the  following  remarks,  which  I  have  extracted  from  his  letter 
dated  January  21,  1863  :  '  I  have  repeatedly  and  carefully 
examined  the  mass  of  fibroid  which  you  extirpated.  The  os 
uteri  is  not  included  in  it,  but  the  cervix  uteri  appears  to 
have  been  divided  and  cut  through  immediately  above  the 
plane  of  the  os.  .  .  .  The  whole  mass  weighs  eleven 
pounds  and  consists  of  the  entire  body  and  the  cervix  up  to 
the  OS,  with  a  large  mass  of  fibroid  tumours  growing  in  the 
walls.  Your  case  may  turn  out  as  a  precedent  for  opera- 
tive interference  in  some  exceptional  cases  of  large  fibroids 
of  the  uterus. — ^Yours,  J.  Y.  Simpson.'" 

Dr.  Clay  says  :  "  On  February  6,  1863,  thirty-five  days 
from  the  operation,  my  patient  returned  to  her  friends,  and 
bore  a  railroad  journey  of  forty  miles  without  inconvenience. 
This,"  continued  Dr.  Clay,  "  is  the  first  operation  of  the  kind 
established  as  a  cure  in  the  British  dominions.  The  case  of 
1844,  as  far  as  the  operation  and  immediate  consequences 
were  concerned,  was  decidedly  successful."  In  a  note  Dr. 
Clay,  referring  to  this  operation — ^which  he  said  was  the  first 
operation  in  the  world  where  both  uterus  and  ovaries  were 
extirpated  through  the  abdominal  walls — remarks  :  "  It  is 
necessary  to  make  this  statement  as  Prof.  Koeberle,  of  Stras- 
burg,  thought  he  had  performed  the  operation  first  on  April 
20,  1863.  My  first  was  January  16,  1844  >  "^Y  second, 
January  2,  1863." 

Koeberle  in  his  operations  did  not  do  total  hysterectomy. 
His  method  was  according  to  Clay's  second  case,  and 
Kceberle  continued  to  improve  in  the  wrong  direction  till 
he  had  made  the  pedicle  long  enough  to  extend  to  the 
abdominal  incision  ;  and  in  1868  he  established  the  extra- 
peritoneal treatment  of  the  pedicle,  with  the  adoption  of  the 
metallic  means  of  compression  (the  serre-nosud).    Thus  he 
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led  us  into  the  wilderness,  as  thousands  of  cases  testify. 
Plan's  first  operation  was  in  1864^  and  he  helped  Koeberle 
perfect  and  establish  the  procedure  of  the  extra-peritoneal 
treatment  of  the  pedicle.  Pozzi  says :  "  It  is  therefore  to 
two  French  surgeons,  Koeberle  and  P&n,  that  the  merit 
belongs  of  having  established  this  operation  on  a  scientific 
basis.  .  .  .  The  extra-peritoneal  treatment,  to  which  are 
joined  the  names  of  Koeberle  and  P&tn,  the  originators,  and 
of  Hegar,  who  has  brought  it  to  a  higher  degree  of  per- 
fection." 

P6an^  says :  "  It  is  in  our  epoch  that  the  operation  for 
abdominal  tumours  has  made  the  great  progress  which  we  all 
recognise ;  in  no  department  has  the  courage  of  surgeons 
progressed  so  far  ;  in  no  direction  have  the  results  been  so 
remarkable."  Caternault,*  a  pupil  of  Koeberle's,  tells  some- 
thing of  the  history ;  he  gives  76  cases  and  53  deaths. 
P&m  and  Urdy  in  their  work,  1873,  page  15,  give  by  dif- 
ferent surgeons  44  cases  with  30  deaths.  Pozzi  says  in  1875 
he  was  able  to  collect  119  cases  with  74  deaths.  Dr.  Gran- 
ville Bantock'  says  :  "  At  the  meeting  of  the  British  Medical 
Association,  1880,  Sir  Spencer  Wells  reported  60  cases,  in 
which  the  operation  was  completed  in  only  34,  with  a 
mortality  of  about  53  per  cent." 

As  in  ovariotomy  the  clamp  led  from  the  ligature  of 
McDowell,  so  in  hysterectomy  the  extra-peritoneal  treat- 
ment of  the  pedicle  led  from  the  simplicity  of  Charles  Clay's 
first  operation. 

Preliminary  case  of  Dr,  Bardenheuer  by  extra-peritoneal 
treatment  of  the  pedicle.^ 

The  patient  was  strong  and  in  a  fairly  good  condition, 
showed  a  large,  hard,  nodular  tumour  in  the  abdomen,  easily 

*  Pdan  and  Urdy,  "  Hysterotomic,"  1873. 

*  "  Gastrotomy  in  peri-uterine  fibroid  tumours."  Thesis.  Strasburg, 
1866. 

■  British  Medical  JoumcU^  May,  1893,  P*  80. 

^  *'  Die  Drainirung  der  Peritonealhohle  ;  Anhang  die  Total  Exstirpa- 
tion  des  Uterus  wegan  Fibroid."    Stuttgart  Enke,  188 1,  p.  271. 
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removable.  The  uterus,  somewhat  enlarged,  moved  with 
the  tumour.  Both  ovaries  were  enlarged,  smooth  and  easily 
movable. 

Diagnosis, — Fibroid  tumour  of  the  uterus. 

operation,  January  14, 1881. — ^An  incision  in  the  abdomen 
from  navel  to  symphysis  pubis,  with  a  small  transverse  in- 
cision into  the  recti  muscles ;  the  tumour,  which  was  con- 
nected with  the  uterus  by  a  thin,  slim  pedicle,  was  raised  out. 
On  the  posterior  walls  of  the  uterus  were  two  quite  small 
growths.  The  uterus  was  pierced  near  the  cervix  with  a 
trocar  armed  with  rubber  tubes.  The  ends  of  the  rubber 
tubes  which  were  put  through  were  brought  to  the  front 
through  a  cut  in  the  broad  ligament,  then  tied  together  so 
that  the  uterus  was  ligatured  in  two  parts.  A  little  above  the 
ligature  the  cervix  was  transversely  severed,  and  the  uterus 
removed  with  the  tumour.  Two  long  needles  were  thrust 
through  the  stump  of  the  uterus  which  rested  upon  the  walls 
of  the  abdomen.  The  stump  was  placed  in  the  lower  angle 
of  the  abdominal  wound.  The  neighbouring  peritoneum 
was  closed  around  the  stump,  and  the  wound  of  the  abdo- 
men united  with  a  silver  wire,  and  the  antiseptic  bandages 
placed  on.  The  operation  lasted  about  two  hours.  The 
patient  seemed  vigorous,  pulse  weak.  Afternoon — tempera- 
ture 3i'i°,  pulse  84,  breathing  24.  Patient  complained  of 
pain  in  the  abdomen ;  opium  injections.  The  bandages 
removed;  much  blood  on  the  bandages,  also  from  the 
stump  came  blood.  Drying,  cauterisation  and  new  ban- 
dages. Evening — temperature  37*7°,  pulse  92,  breathing  28. 
Change  of  bandages,  stump  bloody,  drying,  cauterisation. 
Urine  removed  by  catheter. 

January  15,  second  day. — Morning  —  temperature  37°, 
pulse  96,  weak,  breathing  24.  The  bandages  changed, 
stump  still  bloody,  drying,  cauterisation,  cleansing  of  the 
drainage  tube  with  carbolised  feather,  opium  on  account  of 
violent  pains,  inclination  to  vomiting.  Noon — temperature 
38-4",  pulse  100,  breathing  28  ;  changing  of  the  bandages, 
washing  out  through  the  tubes  with  i  per  cent,  of  carbolic 
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water.  The  liquid  was  coloured  bloody.  Evening — tem- 
perature 38'4*;  pulse  1 20,  breathing  28  ;  morphia  injections 
on  account  of  violent  pain  in  the  abdomen. 

January  16,  third  day, — Morning — temperature  37*4*, 
pulse  weak  and  very  frequent,  breathing  28,  tongue  covered 
but  moist.  Pain  in  the  abdomen  diminished,  tlie  bandages 
changed ;  on  the  stump  always  some  blood  but  no  pus. 
Abdomen  not  swollen.  During  the  evening,  temperature 
37-9'.  Patient  collapsed,  quiet ;  changing  of  the  bandages, 
the  stump  taken  out  by  force ;  much  pus  mixed  with  blood 
came  out  of  the  depths.  Two  drainage  tubes  were  placed 
near  the  stump,  and  through  them  the  peritoneal  cavity 
washed  out  with  carbolised  water.  The  patient  got  weaker 
and  weaker,  and  died  at  2  o'clock  at  night. 

Autopsy,  twelve  hours  after. — In  the  folds  of  the  peri- 
toneum which  led  from  the  stump  was  bloody  pus,  the 
neighbouring  intestines  were  covered  with  peritoneal  exu- 
dations. 

The  death  in  this  case  occurred  because  the  ligature 
around  the  stump  was  not  tight  enough,  in  consequence  of 
which  blood  came  through,  of  which  a  part  went  into  the 
abdominal  cavity,  which  did  not  close  itself  around  the 
stump,  or  had  not  been  partitioned  off  from  the  stump. 
The  sewing  up  of  the  walls  of  the  abdomen  near  the  stump 
was  not  so  entirely  closed  that  no  communication  would 
have  been  possible.  The  peritonitis  was  not  suspected 
because  the  abdomen  was  not  swollen.  The  unfavourable 
progress  was  shown  only  by  the  weakness  and  frequency  of 
the  pulse. 

The  Preliminary  Case  in  America  by  Extra  -  Peritoneal 
Treatment  of  the  Pedicle,  with  Remarks  made  at  the 
time  that  it  was  reported.^ 

On  August  15,  1887,  an  emaciated  little  East  India 
Mulatto  called  at  the  out-door  department  of  the  Woman's 

*  New  York  Medical  Journal^  September,  1888,  page  200 ;  New  York 
Medical  Record^  September  6,  1890^  page  257  ;  American  Journal  of 
Obstetrics^  vol.  xxxiii.,  No.  3,  1896. 
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Hospital  of  Brooklyn.  She  was  35  years  of  age,  had  one 
child,  20  years  old,  and  had  been  sick  since  its  birth,  with 
constant  pain  and  distress  in  the  abdomen.  The  last  six  or 
seven  years  had  been  the  period  of  her  greatest  suffering ; 
severe  cramps  several  days  before  menstruation,  pain,  sick 
stomach,  vomiting,  and  then  would  follow  uterine  haemor- 
rhages lasting  fifteen  days  or  more,  leaving  the  patient 
perfectly  prostrated,  weak,  sick,  and  incapable  of  any  kind 
of  labour.  During  the  last  three  years  there  had  been 
scarce  a  day's  interval  entirely  free  from  haemorrhage,  the 
regular  menstrual  period  being  recognised  only  by  the 
increased  flow  with  more  severe  and  continued  cramps. 
The  patient  was  extremely  weak,  anaemic,  with  feeble  pulse, 
and  apparently  she  could  not  stand  much  more.  I  found 
the  uterus  enlarged  by  an  intermural  myoma,  the  tumour 
commencing  at  the  internal  os,  suddenly  increasing  in  size, 
and  extending  an  inch  above  the  umbilicus ;  the  lower 
portion  was  wedged  tightly  down  into  the  small  pelvis.  The 
patient  again  called,  she  was  still  bleeding  and  growing 
weaker.  In  October,  1887,  she  was  admitted  into  the 
Woman's  Hospital  of  Brooklyn,  was  placed  immediately  in 
bed,  and  had  the  most  careful  nursing,  the  best  nourish- 
ment and  constant  medical  attention.  She  continued  to 
bleed,  was  growing  weaker,  and  less  able  to  help  herself; 
still  complaining  of  great  pressure  and  distress  in  the  region 
of  the  bladder  and  rectum,  the  functions  of  which  organs 
were  interfered  with.  It  was  decided  to  perform  hysterec- 
tomy without  delay ;  accordingly,  on  November  15,  after 
the  usual  preparations,  the  operation  was  performed.  An 
incision  six  inches  in  length  was  made  in  the  abdominal 
walls.  The  omentum  was  firmly  adherent  in  many  places. 
After  separating  and  tying  I  passed  my  hand  around  the 
tumour  to  free  other  adhesions,  which  were  most  numerous 
in  the  region  of  the  uterine  appendages.  The  incision  had 
to  be  enlarged,  and  after  liberating  the  adhesions  with  one 
hand  under  the  tumour  and  the  other  with  Tait's  screw, 
the  mass  was  lifted  from  the  abdominal  cavity.    There  was 
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no  little  difficulty  in  tying  off  the  broad  ligaments,  and  yet 
there  were  graver  difficulties  in  securing  the  pedicle.  With 
the  help  of  my  assistant,  Dr.  Charles  N.  D.  Jones,  a  tem- 
porary clamp  was  placed  around  the  tumour,  the  peritoneal 
covering  was  cut,  and  the  body  removed  and  many  small 
fibroids  shelled  out ;  then  lower  down  a  wire  clamp  was 
applied  and  still  more  of  the  mass  was  cut  away  and  more 
small  fibroids  removed.  The  pedicle  thus  secured,  was 
transfixed  with  pins  and  placed  in  the  lower  angle  of  the 
abdominal  incision ;  the  peritoneal  edges  were  brought 
closely  around  it,  a  drainage  tube  was  placed  in  the  upper 
part  of  the  wound  extending  to  the  lower  part  of  the 
pelvis,  and  after  closing  the  abdominal  walls  the  usual 
dressings  were  applied.  When  the  operation  was  com- 
pleted the  patient's  pulse  was  125,  temperature  97^*  F.  The 
same  evening  the  wound  was  redressed,  and  two  ounces  of 
bloody  serum  drawn  from  the  tubes. 

Second  day. — Dressings  renewed,  tube  emptied  three 
times  ;  pulse  125,  temperature  loi'y**  F.  ;  urine  passed 
naturally. 

Third  day. — Same  treatment,  three  turns  given  to  the 
screw;  pulse  120,  temperature  loi'S**  F. ;  natural  evacuation 
of  the  bowels. 

Her  temperature  now  went  down  to  100**  F. ;  dressings 
changed  every  day  ;  drainage  tube  removed  on  the  seventh 
day,  and  when  removed  there  spurted  out  great  quantities  of 
pus ;  the  pus  cavity  extended  to  the  stump,  and  the  pus  was 
in  such  quantity  that  for  several  days  it  was  drawn  off  by  a 
glass  syringe  and  the  abscess  washed  out.  The  patient  was 
apparently  very  comfortable,  natural  evacuations,  and  a  good 
appetite.  On  the  fifteenth  day  the  stump  came  off,  leaving  a 
healthy  granulating  cavity  which  soon  healed.  The  patient 
continued  to  improve,  gained  in  strength  every  day,  and  no 
happier  face  was  in  the  hospital  than  that  of  this  long-suffer- 
ing woman  She  said  she  was  better  and  more  comfortable 
than  she  had  been  for  twenty  years. 

December  20. — Wound  entirely  healed,  patient  able  to 
sit  up. 
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January  5. — Patient  walked  perfectly  well  and  with 
ordinary  strength. 

May  5  and  July  18. — Patient  strong  and  in  excellent 
health,  able  to  attend  to  her  ordinary  duties. 

The  pedicle  in  this  case  was  so  extremely  short  that  it 
was  necessary  to  make  great  traction  in  order  to  get  it  into 
the  abdominal  incision.  1  thought  for  a  moment  of  adopt- 
ing Billroth's  management  of  the  pedicle,  as  I  saw  him 
proceed  when  I  was  in  Vienna  in  the  fall  of  1886,  and 
about  as  pictured  in  Gerster's  late  work  on  Surgery,  but  the 
stump  was  so  large  and  so  low  down  in  the  contracted  pelvis 
that  this  would  have  been  attended  with  almost  insurmount- 
able difl&culties,  especially  as  the  pedicle  was  composed  of 
a  portion  of  the  tumour ;  so  I  did  not  dare  to  trust  to  this 
method.  The  ligature  was  out  of  the  question,  though 
Thomas  Keith  says,  in  the  British  Medical  Journal  for 
December  10,  1887,  "  1  am  satisfied  the  best  results  in  hys- 
terectomy will  be  got  by  the  ligature."  A  few  years  before 
he  had  said  :  "  Muscular  tissue  is  ill  adapted  to  bearing  a 
ligature.  You  tie  it  as- tightly  as  you  can  draw  the  threads, 
and  in  an  hour  or  two  the  muscular  tissue  has  contracted 
and  internal  haemorrhage  goes  on."  Emmet  says  in  his 
work,  page  611,  "  I  am  disposed  to  the  belief  that  there  can 
be  no  likelihood  of  even  an  approximate  success  to  that  after 
the  removal  of  an  ovarian  tumour  until  the  stump  can  be 
treated  with  safety  in  the  same  manner  by  being  returned  to 
the  abdominal  cavity."  He  says  elsewhere  :  "  If  myotomy 
was  to  have  a  future  it  would  have  to  be  done  by  covering 
the  stump  with  the  peritoneum  and  dropping  it  into  the 
peritoneal  cavity"  {American  Journal  of  Obstetrics  and 
Diseases  of  Women  and  Children^  January  5,  1885,  p.  85). 

In  1886  I  saw  Schroeder,  of  Berlin,  in  a  number  of 
cases  manage  the  pedicle  intra-peritoneally,  and  the  patients 
did  well ;  yet  Schroeder's  published  statistics  are  32  deaths 
out  of  100  cases.  1  saw  Martin,  also  of  Berlin,  several 
times  treat  the  pedicle  by  the  same  method,  and  as  reported 
at  the  last  Medical  Congress  he  lost  27  out  of  84,  while 


512  Original  Communications. 

Bantock,  by  the  extra-peritoneal  method,  reported  a  mortality 
of  12  out  of  72,  and  he  said  that  with  him  "the  intra- 
peritoneal method  has  been  as  uniformly  disastrous  as  the 
extra-peritoneal  had  been  successful."  Bantock  said,  in  the 
British  GvNiECOLOGiCAL  Journal,  May,  1886  :  "  In  every 
case  in  which  he  had  trusted  to  a  ligature  a  fatal  result  had 
ensued,  and  he  would  not  resort  to  it  again  ;  while  in 
similar  cases  treated  by  the  serre-nceud  he  had  not  had  a 
moment's  anxiety." 

Dr.  S.  C.  Gordon,  of  Maine,  reports  two  fatal  cases  of 
hysterectomy,  1871,  1883.  Ligature  to  the  pedicle  in  both 
cases.  Gerster,  in  his  work  on  Surgery,  says  of  a  case  of 
hysterectomy :  "  The  smallness  of  the  stump  induced  the 
author  to  treat  it  like  an  ovarian  pedicle,  and  it  was  placed 
in  the  abdominal  cavity,  after  securing  the  elastic  ligature, 
by  a  knot  of  strong  silk."  The  further  record  is  :  "  The 
author's  only  case  of  supra-vaginal  hysterectomy  ended 
fatally  by  septicaemia."  Gregg  Smith,  says  :  "  The  dangers 
of  intra-peritoneal  treatment  are  nearly  twice  as  great  as  the 
extra-peritoneal." 

But  even  when  the  stump  is  treated  extra-peritoneally 
there  are  many  dangers  and  may  be  much  trouble.  We 
may  seek  to  produce  the  best  conditions,  but  there  are  still 
foul  septic  discharges,  and,  if  the  patient  recovers,  it  is  only 
the  question  of  escaping  the  many  dangerous  possibilities. 
At  best  the  stump  is  a  hard  fibrous  mass,  extending  from 
the  vaginal  to  the  abdominal  walls  and  pulling  upon  both. 
In  this  case  I  have  reported,  the  traction  upon  the  ab- 
dominal walls  was  so  great  that  it  made  a  considerable 
sink  or  depression  in  the  surface,  and  caused  such  pressure 
from  the  pins  that,  notwithstanding  every  care  and  all 
possible  disinfections,  keeping  constantly  fresh  gauze  under 
the  pins,  yet  beneath  them  the  skin  sloughed,  and  with  all 
this  there  were  the  threatening  dangers  of  sepsis,  abscess, 
&c.,  from  the  decaying  stump.  Is  a  course  of  procedure  the 
wisest  that  is  necessarily  accompanied  by,  or  may  encounter, 
such  grave  conditions  ?    What  is  the  good  of  preserving 
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the  stump  intra-  or  extra-  peritoneally  ?  It  is  only  the 
remnant  or  remains  of  a  sickly  womb  and  can  be  of  no 
service,  and  may  do  much  damage — ^how  much  who  can 
tell — ^not  only  at  the  time  of  the  operation,  but  in  the 
subsequent  history  of  the  patient. 

In  both  methods  of  operation,  extra-  or  intra-  peritoneal, 
it  is  the  stump  that  makes  the  difficulty  ;  it  is  the  source  of 
most  of  the  danger,  and  statistical  history  shows  that  the 
great  mortality  of  this  operation  is  due  almost  entirely  to 
unfavourable  conditions  originating  in,  or  generated  around, 
the  stump.  Emmet  reports  a  case  (page  614) :  "The 
stump  was  almost  all  cut  away,  leaving  only  enough  of  the 
cervical  tissues  to  hold  the  ligatures  from  slipping  off,  and 
it  was  so  covered  as  to  be  placed  outside  of  the  peritoneal 
cavity,  yet  on  the  fourteenth  day  the  patient  died  from 
rupture  of  an  abscess."  This  distinguished  author  says 
further  :  "  I  have  removed  the  whole  or  portions  of 
the  uterus  in  five  instances,  and,  notwithstanding  the 
greatest  care  to  insure  a  favourable  result,  all  the  patients 
died,  sooner  or  later,  with  blood  poisoning  generated  about 
the  stump."  Shall  we  say  it  is  a  safe  method  when  it  is  so 
frequently  fatal  in  the  hands  of  our  best  operators  ?  It  is 
not  the  operation,  or  the  method  of  operation,  but  it  is  the 
danger  which  is  inherent  in  this  method  of  procedure. 

When  I  presented  Case  I.  of  this  paper  before  the  New 
York  Pathological  Society,  November  23,  1887,^  I  stated 
that  I  believed  a  better  and  more  natural  procedure  would 
have  been,  after  opening  the  abdominal  walls,  being  assured 
of  the  condition  of  affairs,  and  liberating  any  adhesions 
that  might  exist,  then  to  have  severed  the  vaginal  con- 
nections, as  in  kolpo-hysterectomy,  and  to  have  removed  the 
entire  uterus  ;  or,  if  the  body  of  the  tumour  or  uterus  was 
removed  through  the  abdominal  incision,  then  to  remove 
the  uterine  stump  per  vaginam,  and  after  "la  toilette  du 

*  Medical  Record^  December  24,    1887,  page  802,  and   New    York 
Medical  Joumaly  September,  1887,  page  200. 
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peritonne "  close  the  abdominal  wall  and  leave  the  vaginal 
opening  as  the  best  and  most  natural  way  of  drainage.  I 
also  gave  in  a  few  words  the  following  reasons :  This 
procedure  would  —  First,  have  very  much  shortened  the 
operation,  as  most  of  the  time  was  taken  up  in  securing  and 
placing  the  stump.  Second,  there  would  have  been  less 
shock  to  the  patient.  At  the  end  of  the  second  day  after  the 
operation,  there  was  more  evidence  of  shock  in  the  patient 
than  at  the  close  of  the  operation,  which  no  doubt  was  due 
to  the  strain  and  nervous  tension  caused  by  the  constant 
pulling  of  the  pedicle.  Third,  this  mode  of  procedure 
would  very  much  lessen  the  dangers  of  the  operation,  not 
only  in  diminishing  the  shock  and  shortening  the  time  of 
the  operation,  but  principally  that  it  gets  clear  of  the  stumps 
ct  tons  ses  douleurs.  Fourth,  the  patient  would  make  a  more 
rapid  recovery.  The  vaginal  wound  would  heal  very  much 
more  quickly  and  naturally  than  the  encircled  stump,  and 
would  be  attended  with  less  complicating  difficulties ;  be- 
sides, it  seems  to  be  nature's  natural  outlet. 

Description  of  the  Tumour. — All  that  was  apparently  left 
of  the  uterine  structure  was  the  thin  layer  of  muscular 
fibrous  tissue,  half  an  inch  in  thickness,  which  surrounded 
and  held  tightly  and  firmly  a  mass  of  fibroid  growths. 

The  Uterine  Appendages. — The  right  ovary  was  small, 
measuring  an  inch  by  an  inch  and  a  half,  shrivelled  and 
cirrhotic  in  appearance  and  encased  in  a  mass  of  adhesions. 
The  ovary  showed  chronic  oophoritis  with  acute  relapses. 
No  doubt  in  the  frequent  attacks  of  oophoritis  in  the  twenty 
years  of  suflFering,  the  fibrous  connective  tissue  had  l>een 
repeatedly  broken  down  into  inflammatory  corpuscles,  and 
then  as  repeatedly  changed  to  fibrous  connective  tissue. 

The  wall  of  the  cyst  was  composed  of  different  layers  of 
inflammatory  deposits.  In  one  place  there  was  a  narrow 
portion  of  normal  cortical  substance,  and  in  this  little 
island,  amid  a  sea  of  desolation,  were  seen  securely  lodged 
three  normal  ova,  but  no  possible  chance  for  these  little  life 
cells  to  ever  fulfil  their  physiological  destiny ;   yet  nature 


Hysterectomy  for  Fibro-myomata.  515 

always  did  her  best  to  perform  a  function  or  to  perpetuate 
life.  Many  of  the  arteries  showed  arteritis  and  endarteritis, 
some  entirely  obliterated,  others  in  a  state  of  waxy  degenera- 
tion, the  endothelium  being  changed  to  fibrous  connective 
tissue.  The  left  ovary  was  only  a  thin  membranous  sac  half 
an  inch  in  diameter  ;  no  normal  ovarian  tissue  and  no  ova 
were  seen.  The  pathological  condition  of  the  tube  gave 
evidence  of  long-continued  chronic  disease ;  probably  at 
one  time  it  was  hydro-salpinx. 

The  First  Total  Hysterectomy  for  Myo-fibromata  of  the 
Uterus.     By  Dr.  Bardenheuer} 

Dr.  Bardenheuer  says  :  The  thought  to  overcome  the 
uncertainty  of  the  supra-vaginal  operation  caused  by  the 
gangrene  of  the  uterine  stump,  was  brought  into  action  for 
the  first  time  in  April  of  the  year  1881. 

Case  L — Miss  H.,  aged  49.  Patient  observed  a  year 
ago  a  swelling  of  the  abdomen,  which  troubled  her  a  little 
by  its  weight,  but  otherwise  did  not  cause  any  trouble. 
Menstruation  regular,  patient  in  fairly  good  condition, 
abdomen  moderately  swollen.  Through  the  abdominal 
walls  one  could  feel  an  easily  movable  flat  tumour.  Vaginal 
examination  showed  a  pear-shaped  tumour  connected  with 
the  uterus,  and  on  the  posterior  wall  of  the  uterus  a  pro- 
tuberance, the  size  of  a  pea ;  right  ovary  enlarged  and 
uneven. 

Diagnosis. — Cystic  degeneration  of  the  right  ovary,  cyst 
of  the  left,  two  uterine  fibroids,  a  large  one  pedunculated, 
a  second  small  one  which  is  just  developing.  During  the 
two  days  previous  to  the  operation  the  patient  received  small 
diet,  purgatives  and  bismuth. 

April  9,  1881.  Operation. — The  patient  placed  with  her 
head  against  the  window,  on  cushions  filled  with  sand,  in 

*  "  Die  Drainirung  dcr  Peritonealholhe  "  ;  "  Anhangdie  Total  Exstir- 
pation  des  Uterus  wegen  Fibroid."    Stuttgart  Enkc,  188 1,  p.  271. 
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such  a  way  that  the  pelvis  comes  to  lie  on  an  inclined  plane, 
which  allowed  the  light  easily  to  penetrate  into  the  pelvic 
cavity,  and  at  the  same  time  facilitated  the  retention  of  the 
intestinal  knuckles  in  the  upper  part  of  the  peritoneal  cavity ;  ^ 
arms  and  legs  in  double-walled  rubber  covers,  which  are  filled 
with  hot  water,  thorough  disinfection  of  abdomen,  vagina, 
and  vulva.  Incision  in  abdominal  walls,  and  to  prevent  the 
separation  of  the  peritoneum  from  the  cover  of  the  abdomen 
during  the  operation,  the  peritoneum  was  connected  by  some 
stitches  with  the  outward  skin.  Puncture  of  the  cyst,  which 
appeared,  dark  fluid  evacuated.  The  walls  of  the  cyst 
ligatured  and  removed.  The  uterus  bore  on  its  fundus  a 
large  pedunculated  fibroid,  and  on  its  posterior  surface  were 
small  knobs  as  big  as  a  pea.  The  uterus  was  easily  lifted 
out  of  the  pelvic  cavity.  The  bowels  lay  collapsed  near 
the  back  or  posterior  wall  of  the  abdomen ;  they  wctc 
covered  with  a  compress  wrung  out  of  warm  thymol  solu- 
tion and  easily  held  back  by  the  hand,  so  that  during  the 
whole  operation  they  did  not  come  out  of  the  abdomen. 
On  account  of  the  strength  of  the  patient,  and  on  account 
of  the  unfavourable  outcome  of  the  last  operation,  total 
extirpation  was  performed. 

(Mit  Rucksicht  auf  den  quten  Kraftezustand  den  Pati- 
enten  und  auf  den  ungunstigen  Verlauf  des  letzen  Falles 
wird  zur  total-exsterpation  geschritten). 

The  uterus  was  seized  with  forceps,  the  tubes  on  each 
side  ligatured  and  severed,  the  broad  ligaments  cut  in 
separate  parts,  and  a  small  transverse  incision  made  between 
the  bladder  and  the  anterior  lip  of  the  cervix  opened  the 
vaginal  vault.  This  opening  was  dilated  with  blunt  instru- 
ments. In  a  similar  manner  the  posterior  vaginal  vault  was 
opened  from  Douglas'  pouch.    The  blood  vessels  were  tied. 


*  This  evidently  is  the  position  now  known  as  "  The  Trendelenberg 
position."  Noaggerath  used  it  as  early  as  1873  ;  ^i^d  in  the  Woman's 
Hospital  of  Brooklyn,  between  the  years  1884  and  1890^  we  repeatedly 
used  this  position  in  our  abdominal  operations. 
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and  the  uterus  now  hung  with  its  adjoining  tissue  on  each 
side  of  the  cervix.  These  held  the  uterine  arteries.  These 
were  tied  tight  with  strong  thread  and  severed.  The  uterus 
was  now  wholly  separated ;  the  loss  of  blood  was  moderate. 

The  edge  of  the  opening  in  the  peritoneum  was  stitched 
with  catgut  to  the  corresponding  edges  of  the  mucous 
membrane  of  the  vagina.  A  drainage  tube  was  inserted 
through  the  vagina  into  the  peritoneal  cavity  and  here 
fastened  with  a  catgut  suture.  The  right  ovary,  which 
held  small  cysts,  was  ligatured  and  removed.  The  peri- 
toneum was  washed  out  with  2  per  cent,  solution  of  warm 
carbolised  water  and  dried  with  sponges.  Sewed  the  wound 
in  the  abdomen  with  silver  wire,  including  the  peritoneum. 
A  small  drainage  tube  was  now  laid  in  because  the  walls  of 
the  abdomen  were  very  thin.  Antiseptic  bandages  on  the 
abdomen,  and  in  the  vagina  antiseptic  gauze  and  cotton, 
fastened  by  a  cross  bandage.  By  this  means  one  could 
cleanse  the  drainage  tube  without  being  compelled  to  take 
off  the  abdominal  bandage  every  time. 

The  pulse  of  the  patient  after  the  operation,  which 
lasted  not  quite  one  and  one-half  hours,  was  pretty  strong 
and  slow.  Afternoon — ^temperature  37*1°,  pulse  66,  breath- 
ing 24,  no  vomiting.  Evening — temperature  37*6°,  pulse 
76,  breathing  22. 

Eleventh  day. — ^Temperature  37*4°,  pulse  84,  breathing 
22.  Patient  had  good  sleep  and  felt  well.  On  the  tenth  of 
May,  at  the  end  of  one  month,  the  patient  was  able  to 
be  up. 

We  could  not  have  the  same  confidence  in  the  success 
of  an  operation  after  a  fibroid  extirpation  as  we  usually  have 
after  a  complete  uterine  extirpation.  In  fibroid  extirpation 
we  have  to  do,  nearer  the  stump,  with  a  piece  of  tissue 
condemned  to  gangrene,  and  situated  in  close  proximity 
to  the  peritoneal  cavity. 
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The  First  Total  Hysterectomy  for  Myo-fibromata  of  the  Uterus 
in  America,^  perfortned  February  i6,  1888. 

Mrs.  H.  S.,  a  Swede,  called  to  see  me  on  January  17, 
1888  ;  aged  40,  twice  married,  never  had  any  children.  The 
menstrual  periods  recurred  every  two  or  three  weeks,  last- 
ing from  eight  to  ten  days,  the  flow  being  haemorrhagic. 
Examination  showed  a  uterine  myoma  extending  from 
the  cervix  to  within  an  inch  of  the  ensiform  cartilage,  and 
much  larger  than  the  uterus  at  term.  The  lower  portion 
of  the  tumour  was  hard  and  firm,  filling  tightly  all  the  space 
between  the  cervix  and  pubic  bone,  pushing  the  cervix  far 
back  and  up,  from  which  position  it  could  not  be  moved  in  ' 
the  least,  and  it  was  quite  as  impossible  to  pass  a  sound 
into  the  uterine  canal.  Beneath  this  portion  of  the  tumour 
the  bladder  spread  out ;  a  sound  in  the  bladder  passed 
directly  down  to  the  cervix. 

This  growth  had  evidently  existed  for  many  years,  but 
was  becoming  more  and  more  a  source  of  distress  and 
oppression,  exhausting  the  patient  by  its  own  weight,  in- 
terfered with  her  breathing,  and  was  such  a  burden  that 
she  could  with  difficulty  turn  from  side  to  side  in  bed,  and 
frequently  had  to  rise  from  her  bed  and  stand  up  to  find 
relief.  Its  enormous  size  incapacitated  her  for  any  kind 
of  employment ;  she  could  not  bend  over,  and  if  she  was 
much  on  her  feet  the  pressure  gave  her  neuralgic  pains 
in  her  limbs,  of  which  she  frequently  had  most  severe 
attacks,  "rolled  on  the  floor  in  agony,"  and  found  relief 
only  by  hypodermic  injections  of  morphine.  From  time 
to  time  she  had  consulted  several  well-known  practitioners. 
They  all  told  her  the  tumour  could  not  be  removed ;  that 
the  attempt  to  remove  it  would  cause  her  death.  She 
replied    she  would  rather  die  than   endure   the  constant 

*  New  York  Medical  Journal,  August  25  and  September  i,  i888» 
p.  202.  The  tumour  presented  with  the  report  before  the  New  York 
Pathological  Society,  February  22,  1888.  Medical  Record,  March  31^ 
1888.  p.  367. 
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torment ;  that  "  often  she  had  felt  that  she  must  kill  her- 
self." She  was  ever  conscious  of  the  presence  of  the 
tumour,  often  awaked  at  night  with  a  distressed  agony  of 
mind  only  to  find  it  still  there.  It  was  such  a  mental 
distress  that  even  her  well  balanced  mind  and  strong 
nervous  system  seemed  ready  to  give  way.  She  was  be- 
coming a  wreck  mentally  and  physically.  Her  emaciated 
body  was  only  a  framework  to  support  and  transport  the 
growth.  Naturally  a  strong  Vigorous  woman  from  a  long- 
lived  family,  now,  at  the  age  of  40,  she  was  old  and  worn 
out,  reduced  in  health,  strength  and  flesh,  and  was  failing 
rapidly.  Her  husband  said  she  had  failed  more  during  the 
last  six  months  than  for  three  years  previously. 

Some  say  "  Such  tumours  do  not  kill."  Thomas  Keith  ^ 
said,  "A  tumour  that  has  a  limited  active  existence,  and 
that  of  itself,  rarely  shortens  life."  Certainly  in  this  case 
the  tumour  was  killing  the  patient,  rapidly  exhausting  her 
vital  powers,  and  evidently  shortening  her  life.  It  was 
interfering  with  every  vital  function,  and  rendering  every 
one  more  inefficient,  and  every  organ  abnormal.  This 
tumour  had  existed  for  many  years,  and  was  still  in  a  state 
of  active  growth.  Emmet  told  the  history  of  many,  when 
he  incidentally  remarked  of  one  of  his  patients  :  "  The 
tumour  gradually  increased  in  size,  and  in  a  few  years  after 
she  died  of  exhaustion."  Dr.  Matthew  Mann  said :  "  That 
fibroid  tumours  do  cause  death,  even  before  reaching  a 
great  size,  I  have  had  several  opportunities  of  observing." 

I  do  not  believe  a  woman  can  have  a  fibroid  tumour, 
however  small,  without  having  direct  and  sympathetic 
troubles,  for  the  tumours  not  only  may  produce  various 
uterine  misplacements,  with  the  accompanying  evils  and 
distresses,  but  they  encroach  upon  normal  structure,  de- 
range, change,  and  destroy  it ;  disturb  normal  functions, 
are  a  constant  irritation  to  the  organic  system  of  the  nerves 
and    by  sympathetic    troubles   and    reflex    irritations,  the 

'  British  Mediccd  Joumaly  December  10^  1887,  p.  1259. 
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injuries  they  produce  are  more  than  we  can  measure  or 
calculate.  They  render  the  whole  being  physically  and 
morally  incompetent.  Nature  is  intolerent  of  them,  and 
the  patients  are  worn  out  by  the  disorders  resulting  from 
the  fibroids.  Thomas  says :  "  They  disorder  the  mind, 
produce  dangerous  mental  depression  and  anxiety,  and 
disturbances  of  the  functions  of  nutrition,  and  slowly 
drag  the  patient  down  to  death."  Goodell  says  :  "  Nothing 
worries  a  woman  more  than  the  discovery  of  a  tumour  in 
the  abdomen.  By  sheer  brooding  I  have  seen  one  woman 
become  insane  and  another  go  into  a  decline."  A  pregnant 
woman  has  to  carry  her  burden  only  a  few  months,  and  all 
the  time  with  a  happy  idea,  and  assured  prospect  that  it  will 
soon  end,  and  she  will  have  inexpressible  joy  ;  she  is  happy 
and  comforted ;  her  very  soul  holds  communion  with  the 
little  being ;  yet  even  for  that  short  time,  and  with  such 
joyful  anticipation,  she  is  wearied  and  worn  out  with  the 
burden.  But  a  woman  with  a  fibroid  tumour — ^ah  I  she  has 
all  the  time  the  dead  burden.  No  hope  of  relief,  no  antici- 
pation, only  a  sickening  prospect,  gloomy  forebodings  and 
the  saddest  possibilities  I  "  Such  a  misery,"  said  to  me  a 
patient  who  had  carried  the  burden  for  many  years*  "  Let 
people  say  it  is  nothing ;  carry  it  for  one  week  ! " 

This  patient,  Mrs.  H.  S.,  was  admitted  into  the  Woman's 
Hospital  of  Brooklyn,  February  5,  1888.  The  operation 
was  performed  February  16.  As  she  lay  on  the  operating 
table  under  ether  the  body  seemed  a  mere  skeleton ;  the 
monstrously  large  and  nodulated  tumour  filled  the  whole 
abdominal  cavity,  extending  up  to,  and  under,  the  ribs.  A 
small  exploratory  incision  was  made  first,  midway  between 
the  umbilicus  and  down  to  the  pubes.  I  passed  my  hand  in 
and  around  to  free  adhesions,  then  by  means  of  Tait's  screw, 
with  the  left  hand  beneath,  the  mass  was  lifted  out  of  the 
abdominal  cavity.  The  right  tube  was  greatly  enlarged, 
presented  the  appearance  of  a  coiled  up  and  adherent  mass 
of  intestine ;  the  left  tube  was  also  adherent,  its  fimbriated 
extremity  closed  and  the  tube  filled  with  pus.    The  broad 
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ligaments  were  tied  oflF,  and  the  temporary  rope  clamp 
thrown  around  the  tumour,  a  great  portion  of  which  was 
cut  away;  then  Koeberle's  clamp  was  screwed  on  lower 
down,  when  other  portions  of  the  fibroid  were  enucleated. 
The  pedicle  thus  secured  consisted  of  a  mass  of  tumours, 
one  of  them  three  inches  in  diameter,  all  closely  packed, 
reaching  to  the  cervix.  I  knew  that  to  make  a  pedicle  of  this 
mass  would  not  only  endanger  the  patient's  life,  but  render 
the  operation  unfinished  and  imperfect,  so  I  decided  at  once 
to  proceed  as  in  kolpo-hysterectomy  for  the  removal  of  this 
portion.  Dr.  Charles  N.  D.  Jones  took  charge  of  the 
abdominal  wound,  temporarily  closed  and  covered  with 
aseptic  gauze,  and  greatly  assisted  me  by  forcibly  pushing 
down  the  cervix  with  the  contained  tumours.  I  rapidly 
separated  the  vaginal  attachments,  carefully  preserving  the 
bladder  and  ureters  intact.  Still  the  large  size  of  the  tumour 
would  not  allow  the  cervix  to  come  down  sufficiently  to 
secure  the  broad  ligaments ;  so  after  clamping  as  much  of 
the  broad  ligaments  as  possible  from  the  vaginal  opening,  I 
passed  a  pair  of  forceps  through  the  vagina,  and  requested 
Dr.  Jones  to  assist  in  guiding  the  blades  so  that  they  would 
fully  clamp  the  broad  ligaments.  The  mass  of  tumours,  on 
account  of  their  size,  had  finally  to  be  delivered  through  the 
abdominal  opening.  The  handles  of  the  large  forceps  which 
clamped  the  broad  ligaments  were  left  projecting  from  the 
vaginal  wound,  the  peritoneal  cavity  was  washed  out,  the 
abdominal  wound  closed  and  dressed,  the  vaginal  wound 
left  open  for  drainage  and  treated  as  in  vaginal  hysterectomy. 
In  one  report  the  mistake  was  made,  probably  typo- 
graphical, of  representing  these  large  forceps  as  projectmg 
from  the  abdominal  wound.  This  would  have  been  impos- 
sible, and  the  correct  presentation  was  made  in  an  article  in 
the  New  York  Medical  Record^  September  6,  1890,  which 
says :  "  After  separating  the  vaginal  connections  large 
forceps  were  passed  up  from  below,  guided  by  the  hand 
of  my  assistant,  to  clamp  each  of  the  broad  ligaments.  The 
size  of  the  tumours  in  the  cervix  or  pedicle  rendered  it 
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necessary  to  deliver  the  mass  through  the  abdominal 
opening.  The  large  forceps  which  clamped  the  broad 
ligaments  projected  from  the  vaginal  opening  and  were  left 
on  for  thirty-six  hours.  Smaller  forceps  clamping  the 
vaginal  wound  were  left  on  twelve  or  twenty  hours." 

By  thus  removing  the  cervix  or  the  entire  uterus,  we  not 
only  got  clear  of  the  stump  but  of  the  great  mass  of  loose 
tissue  which  surrounded  it,  and  which,  if  it  had  remained* 
would  doubtless  have  produced  the  most  serious  conse- 
quences ;  and  this  is  probably  an  explanation  of  why  the 
report  has  so  frequently  to  be  made  of  death  on  the  ninth, 
twelfth,  or  fourteenth  day  from  abscess  near  the  stump.  I 
do  not  see  how  in  this  case,  with  every  precaution,  the 
formation  of  an  abscess  could  have  been  prevented  in  so 
much  loose  tissue. 

It  was  marvellous  to  see  how  much  more  rapid  was  the 
convalescence  of  the  patient  than  it  would  have  been  had 
not  the  stump  been  removed.  My  case  of  supra-vaginal 
amputation  reported  in  this  paper,  with  the  stump  in  the 
abdominal  wound,  looked  as  she  lay  in  bed  as  if  she  was 
constantly  held  down  by  a  ton  weight,  which  made  her 
almost  helpless  and  motionless;  but  this  patient,  pinioned 
by  no  stump,  moved  easily  from  side  to  side,  was  extremely 
agile  in  her  movements,  actually  got  out  of  bed  on  the 
seventh  day,  and  was  practically  well  on  the  twelfth  or 
fourteenth  day  ;  had  a  good  appetite  and  had  gained  in  flesh 
and  strength.  No  such  results  could  possibly  have  been 
secured  if  the  stump  had  been  left. 

The  tumour  was  presented  before  the  New  York  Patho- 
logical Society,  February  22,  1888.^  Dr.  Charles  N.  D. 
Jones,  in  a  letter  to  the  American  Journal  of  Obsietrics^^ 
said  :  "  The  proposed  operation  was  modified  to  suit  the 
exigencies  of  the  case.  The  abdomen  was  first  opened  and 
the  mass  of  the  tumour  removed  above,  a  wire  serre-naiul 


*  New  York  Medical  Record^  March  31,  1888,  p.  367. 
»  April  II,  1888,  p.  604. 
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encircled  the  cervix.  The  abdomen  then  temporarily 
closed  and  the  vaginal  connections  were  severed  from 
below.  This  was  the  most  difficult  part  of  the  whole  opera- 
tion, from  the  fact  that  a  portion  of  the  myoma  occupied 
the  cervix,  so  that  it  could  not  be  drawn  down  into  the 
vagina.  The  cervical  tissue  down  to  the  os  externum  was 
filled  with  nodular  masses.  After  the  cervix  was  freed  the 
thumb  and  the  index  finger  of  an  assistant  were  made  to 
straddle  the  right  and  then  the  left  broad  ligaments  from 
within  the  pelvis,  so  as  to  serve  for  a  guide  in  passing  the 
blades  of  a  pair  of  forceps  from  below  around  each  broad 
ligament." 

In  another  article  Dr.  Jones*  says:  "The  abdominal 
cavity  was  opened  by  an  eight  inch  incision,  the  mass 
of  the  tumour  drawn  out  and  the  broad  ligaments  liga- 
tured. The  tubes  on  each  side  were  largely  distended  and 
filled  with  pus.  These  were  removed  and  the  tumour 
mass  enucleated  and  a  Koeberle's  serre-nceud  applied  to 
the  pedicle,  which  measured  four  and  one-half  inches  in 
diameter.  The  abdominal  opening  was  now  temporarily 
closed.  The  patient  was  drawn  to  the  edge  of  the  table 
and  the  remaining  uterine  attachments  severed  through  the 
vaginal  opening.  This  was  a  more  difficult  operation  than 
is  ordinarily  the  case,  because  the  uterus  could  not  be  drawn 
down  on  account  of  the  mass  filling  its  lower  portion. 

"  The  uterus  was  completely  removed,  all  bleeding  points 
being  tied  with  silk  ligatures.  The  loss  of  blood  was  trifling, 
and  the  patient  was  put  to  bed  with  a  pulse  about  90. 
Recovery  was  uninterrupted.  On  the  tenth  day  the  patient 
was  up,  and  said  she  felt  quite  well. 

"  By  this  method  of  dealing  with  the  stump  the  patient 
escapes  all  those  dangers  which  must  necessarily  attend  the 
leaving  of  the  uterine  stump,  whether  treated  by  the  intra- 
or  extra-  peritoneal  method.  I  believe  this  method  is  des- 
tined to  revolutionise  our  treatment  of  uterine  myomata." 

*  International  Journal  of  Surgery  and  AntisepHcs^  April,  1888,  p.  68. 
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Remarks. 
Dr.  Noble,  in  his  article  on  page  72,  compares,  for  the 
years  1894-95-96,  the  statistics  of  supra-vaginal  amputation 
for  myo-fibromata  of  the  uterus  with  those  of  total  hyster- 
ectomy, giving  the  work  of  five  operators  for  the  first  and 
of  four  operators  for  the  second,  saying :  "  It  is  believed 
that  the  results  of  a  few  well-known  gynaecologists  for  a 
definite  length  of  time,  will  give  a  more  correct  approxima- 
tion of  the  present  mortality  of  the  operation  than  a  collec- 
tion of  cases  from  a  larger  number  extending  over  varying 
periods  of  time." 

If  this  be  so  why  may  not  I  present  the  statistics  of 
the  few  operations  mentioned  in  this  paper  as  "a  correct 
approximation  of  the  present  mortality  of  the  operation  ?  " — 
of  course  leaving  out  the  case  of  1844  and  the  one  of  1863. 
The  operations  are  "few"  in  number,  and  "for  a  definite 
length  of  time." 

Dr.  Noble  says  further  :  "  A  comparison  of  the  tables 
presented  indicates  that  the  mortality  of  supra-vaginal 
amputation  is  a  little  more  than  one-half  that  of  total  extir- 
pation for  myo-fibromata  of  the  uterus."  Referring  again 
to  my  table  1  find  Dr.  Noble's  decision  reversed.  The 
mortality  of  supra-vaginal  amputation  is  greater  than  that 
of  total  hysterectomy. 

The  author  further  says  :  "His  table,"  he  believes, 
"represents  the  relative  risks  of  the  two  operations."  In 
reply,  I  believe  my  table  more  truly  represents  the  "  relative 
risks  "  of  the  two  operations. 

But  there  is  another  factor,  and  surely  Dr.  Noble  will 
recognise  that  it  is  hardly  just  or  fair  to  compare  the  results 
of  supra-vaginal  amputation  for  fibroid  with  total  hyster- 
ectomy for  the  years  1894-95-96,  one  method  being  old 
and  well  cultured,  and  the  other  regarded  as  comparatively 
new.  Supra-vaginal  amputation  has  long  been  adopted,  its 
technique  has  already  been  brought  to  a  great  degree  of 
perfection  by  the  assiduous  and  beautiful  eflForts  of  many 
great  and  able  surgeons,  while  total  hysterectomy  for  fibroids 
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has  been  comparatively  little  practised.  As  time  goes  on 
the  technique  of  this  new  method  will  be  immensely 
improved.  The  technique  of  any  operation  in  the  hands 
of  wise  surgeons,  conscientiously  and  with  the  highest 
aims  and  noblest  heroism  trying  to  save  human  life,  will 
necessarily  improve,  will  make  sure  and  onward  advances 
towards  perfection. 

Do  not  these  great  possibilities  of  improved  technique 
still  more  emphasise  the  fact  that  the  two  methods  should 
not,  for  the  years  1894-95-96,  be  brought  into  comparison 
to  indicate  the  relative  mortality  of  the  two  operations  ? 
Would  it  not  be  more  correct  and  more  in  accordance  with 
general  usage  to  compare  the  early  record  of  total  hysterec- 
tomy for  fibroid  with  the  early  records  of  supra-vaginal 
amputation  ?  and  even  here  there  are  many  modifying 
circumstances.  Surgery  in  every  department  has  made 
great  advances ;  still  for  a  moment  we  will  glance  at  this 
comparison.  One  of  the  earliest  hysterectomies  in  this 
country  was  by  Kimbell,  and  in  1875  he  reported  9  with  6 
deaths.  Burnham,  in  1877,  16  hysterectomies,  12  deaths. 
Thomas*  gives  the  following: — "Pozzi  (1875),  119  cases,  77 
died.  Boinet,  46  cases,  34  deaths.  Storer  (1866),  24  cases, 
18  deaths.  Thomas  ('  Diseases  of  Women,'  1874),  12  cases, 
1 1  deaths.  Schroeder,  108  cases,  78  deaths."  Koeberle,  up 
to  1866,  had  saved  8  out  of  42.  P6an,  in  1876,  had  lost  8 
out  of  24  cases.  Kimbell,  at  the  meeting  of  the  American 
Medical  Association,  1877,  remarked  that  to  his  knowledge 
the  real  statistics  of  hysterectomy  were  far  worse  than  the 
published  reports  would  indicate ;  that  there  were  a  great 
many  fatal  cases  which  never  were  presented. 

Dr.  T.  A.  Emmett,"  in  his  work,  gives  the  following 
statistics :  "  Billroth  (1882),  25  cases,  15  deaths.  Savage 
(1882),  9  cases,  3  deaths.  Thomas  (1882),  13  cases,  6  deaths. 
Burnham  (1884),  10  cases,  8  deaths.    Olshausen  (1883),  12 

*  "  Diseases  of  Women,''  1880. 

'  "Principles  and  Practice  of  Gynaecology,"  1884. 
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cases,  4  deaths ;  adding,  the  whole  table  gives  395  cases, 
132  deaths."  Hoffmeier,^  of  the  intra-  and  extra-  peritoneal, 
reports  881  operations,  204  deaths ;  of  the  extra-peritoneal, 
200  operations  and  30  deaths.  Knig  *  said  in  1891  :  "  The 
tables  compiled  by  Wehmer  in  the  Zeitsschrift  /.  Gynakologi 
show  a  mortality  of  24  per  cent,  in  262  operations  per- 
formed by  nine  eminent  surgeons."  Schroeder,*  at  the 
British  Medical  Association,  1883,  said :  "  Of  66  patients 
on  whom  I  have  operated,  I  have  lost  20."  Besides  this 
Schroeder  collected  reports  of  73  cases,  of  these  55  died. 
Sir  Spencer  Wells*  gives  his  results  in  1883 :  "  20  deaths 
in  39  completed  operations."  Knowsley  Thornton'  the 
same  year,  12  cases,  5  deaths;  total  31  uterine  tumours,  10 
deaths.  Thomas  Keith  puts  this  result  of  Thornton  thus, 
"  I  out  of  every  3  died."  In  1887  the  mortality  in  the  best 
hands  was  over  33  per  cent.,  and  the  real  mortality  was 
fully  75  per  cent.,  if  all  cases  could  have  been  recorded. 
The  same  year  Thomas  Keith*  said  :  "  Hysterectomy  is  an 
operation  which  has  done  more  harm  than  good,  and  its 
mortality  is  out  of  all  proportion  to  the  benefits  received  by 
the  few.  What  is  the  mortality  of  this  operation  now  so 
often  and  so  unnecessarily  performed  ?  We  shall  never 
know.  1  put  it  at  25  per  cent,  though  it  is  probably  much 
higher ;  in  other  words  i  out  of  4  women  operated  on  for 
hysterectomy  has  till  now  died  after  an  operation  for  the 
removal  of  a  tumour  that  has,  as  a  rule,  a  limited  active 
existence,  and  that  of  itself  rarely  shortens  life.  I  have  never 
been  in  favour  of  hysterectomy  simply  because  its  death  rate 
is  so  high,  and  because  it  is  performed  for  the  removal  of  a 
tumour  that  rarely  kills." 

Dr.  Noble,  in  his  published  article,   1897,  says:   "The 

*  Hofmeier's  **  Gynaekologische  Operationen/' 

*  New  York  Journal  of  GyruEcology  and  ObstetricSy  1891,  p.  13. 

*  British  Medical  Joumaly  1883,  vol.  ii.,  p.  714. 

*  IMd,^  December  8,  1883,  p.  11 16 

*  Ibid.^  October  13,  1883,  p.  712. 

*  Jlnd,y  December  10^  1887,  p.  1257. 
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present  statistics  of  supra-pubic  amputation  is  5  per  cent." 
He  goes  further,  saying,  "  The  risk  in  some  conditions  being 
not  more  than  i  or  2  per  cent."  Mr.  Bowreman  Jessett^ 
says :  "  The  mortality  after  this  operation  in  most  skilful 
hands  is  at  least  15  per  cent.,  but  in  the  hands  of  the  less 
skilful  operators,  the  mortality  is  undoubtedly  higher."  In 
1895  Mr.  Jessett  said  :  "  I  believe  I  am  within  the  mark  when 
I  say  it  is  now  at  least  15  or  20  per  cent.  Dr.  Christopher 
Martin*  says  :  "  Supra-vaginal  amputation  has  a  mortality 
of  15  to  30  per  cent."  Dr.  Granville  Bantock*  before  the 
British  Gynaecological  Society,  April  27,  1893,  said  :  "That 
in  147  extra-peritoneals  he  had  22  deaths,  under  15  per 
cent.  If  he  hacl  added  to  this  his  9  cases  of  intra-perito- 
neal  treatment  with  the  7  deaths,  the  percentage  would 
have  been  over  15." 

Now  for  a  moment  let  us  glance  at  the  early  records  of 
total  hysterectomy  for  myoma.  In  Dr.  Bardenheuer's  first 
7  cases  he  had  (S  recoveries.  Prof.  Louis  A.  Stimson* 
reported  to  the  New  York  Surgical  Society  4  cases,  all  suc- 
cessful. Dr.  Krug^  presented  to  the  New  York  Obstetrical 
Society,  December  13,  1891,  6  cases  of  total  hysterectomy 
for  fibroid,  and  i  death.  Dr.  W.  F.  Smyly  (before  the 
British  Gynaecological  Society),  March,  1892,  reported  3 
cases,  all  successful ;  his  first  case,  June,  1891.  Prof.  Wm. 
M.  Polk,  before  the  American  Gynaecological  Society,  1892, 
reported  i8  cases  of  total  hysterectomy  and  2  deaths.  Dr. 
Noble  in  his  paper  gives  his  further  record  :  "  Dr.  Wm.  M. 
Polk,  1894-95-96,  24  cases,  i  death.  Dr.  H.  M.  Boldt,  55 
cases,  2  deaths ;  and  prior  to  1893,  21  cases  and  7  deaths. 
Dr.  Edebohls,'  in  a  paper  read  before  the  section  of  Gynae- 
cology and  Surgery  at  the  Pan-American  Congress,  Wash- 

*  Medical  Press  and  Circular^  October,  1893,  p.  396. 

*  British  GYNiECOLOGiCAL  Journal,  November,  1895,  P-  ZZ^- 
'  Obstetrical  Transactions  of  Edinburgh^  1895-96. 

^  British  GvNiECOLOGicAL  Journal. 
^  Medical  News^  Philadelphia,  July  27,  1889. 

*  New  York  Gyncecological  Joumaly  1891. 

'  American  Journal  of  Obstetrics^  1893,  vol.  xxviii.,  p.  606. 
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ington,  September  9,  1893,  stated  that  he  had  performed 
total  extirpation  of  the  uterus  6  times,  and  all  the  6 
patients  had  recovered.  Mr.  Bowreman  Jessett^  reported 
before  the  British  Gynaecological  Society,  November,  1895, 
that  he  had  performed  the  operation  8  times  and  i  death. 
Dr.  Christopher  Martin*  reported  that  he  had  performed 
total  hysterectomy  6  times  without  a  death.  Dr.  Gushing, 
in  his  paper  read  before  the  New  York  Academy  of  Medi- 
cine, March  28,  1895,  stated  that  for  forty-two  operators, 
comprising  most  of  those  who  were  prominent  in  this 
country,  there  were  "abdominal  supra-vaginal  hysterec- 
tomies, with  stump  extra-peritoneal,  444  cases,  59  deaths, 
13*3  per  cent.  Abdominal  total  extirpation  of  uterus  for 
myoma,  313  cases,  39  deaths,  12*4  per  cent." 

Will  Dr.  Noble  notice  that  Dr.  Gushing's  table  in  a 
degree  corroborates  the  verdict  of  my  table  as  to  the  com- 
parative mortality  and  the  relative  risks  of  the  two  opera- 
tions. According  to  Dr.  Gushing's  table,  even  at  this  period 
total  hysterectomy  has  the  better  percentage,  and  consequently 
has  less  risks. 

But  again  as  to  the  "comparative  risks"  of  the  two  opera- 
tions. Apart  from  all  tables  or  statistics,  can  it  not  be 
shown  that  there  are  a  vast  deal  greater  risks  in  supra-vaginal 
amputation  for  myoma  than  there  are  in  total  hysterectomy. 
Are  there  not  infinitely  greater  risks  in  securing  the  pedicle, 
preparing  and  placing  it,  and  then  after-caring  for  it,  than 
there  is  in  separating  vaginal  attachments  and  getting  out 
the  cervix  ?  Gan  we  realise  the  awful  risks,  the  awful 
dangers,  of  keeping  this  decomposing  remnant  of  a  diseased 
uterus  in  close  proximity  with  the  peritoneal  surfaces,  and 
where  it  is  separated  from  the  peritoneal  cavity  by  only  two 
thin  membranes  ?  Surgeons  have  indeed  shown  marvellous 
skill  in  managing  this  stump,  placing  it,  caring  for  it,  yet 


*  British  Gynecological  Journal,  1886-7,  p.  337. 
'  Obstetrical  Transactions  of  Edinburgh^  1895-6. 
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there  are  still  sad  results,  disappointing  to  our  best  efforts. 
Dr.  Gushing  tells  us  in  his  own  beautiful  and  classical  lan- 
guage :  "The  extra-peritoneal  method  as  finally  perfected 
and  performed  by  the  hands  of  a  master  is  a  beautiful  piece 
of  surgery."  That  is  so.  Dr.  Gushing  further  says  :  "  It  is 
a  work  of  art  to  form  a  stump."  That  also  is  true.  But, 
ah  me,  the  stump !  it  is  still  a  decaying  remnant ;  as  best 
prepared  it  is  still  a  source  of  danger,  of  trouble,  and  un- 
certainty, a  perfect  ambush  of  dangers  I  So  great  a  surgeon 
as  Dr.  T.  A.  Emmett  ^  says  :  "  I  have  removed  the  whole 
of  the  uterus  in  five  instances,  and  notwithstanding  the 
greatest  care  to  insure  a  favourable  result,  all  the  patients 
died  sooner  or  later  from  blood  poisoning  generated  about 
the  stump."  In  1887  Dr.  Granville  Bantock,  of  London, 
performed  in  the  New  York  State  Woman's  Hospital  a 
hysterectomy,  extra-peritoneal  treatment  of  the  pedicle. 
With  all  his  vast  experience,  his  great  expertness,  his  per- 
fect technique^  and  in  that  vast  amphitheatre  where  there 
was  every  resource  of  science  and  wealth,  yet  the  record 
is — "  Death  on  the  seventh  day  from  a  pus  cavity  on  one 
side  of  the  pedicle." 

Yes,  the  pedicle  may  be  a  work  of  art,  a  beautiful  piece 
of  surgery,  yet  is  it  not  setting  up  a  danger  and  trying  to 
avoid  it  ?  It  is  wonderful  that  the  skill  and  dexterity  of  our 
great  surgeons  have  enabled  them  to  evolve  out  of  it  as 
good  results  as  they  have ;  but  what  would  their  results 
have  been  without  this  needless  difficulty  ?  This  diseased 
remnant  of  a  diseased  uterus  is  not  only  inheritantly  full 
of  dangers,  but  is  wrong  in  theory,  and  against  the  true 
principles  of  surgery. 

I  said  in  i888,  when  I  presented  the  two  cases  of  hys- 
terectomy, one  supra-pubic  and  the  other  total  :  "  There 
must  be  some  connection  in  the  way  of  cause  and  effect 
between  disease  of  the  uterine  appendages  and  a  fibroid 
tumour  or  uterine   myoma.      In   both   of  the   cases  here 

'  **  Principles  and  Practice  of  Gynaecology,''  1884,  p.  601. 
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referred  to  the  disease  of  the  appendages  had  existed  many 
years,  probably  twenty.     Both  patients  were  sterile  for  that 
length  of  time.    The  fibroid  in  each  twenty  years  ago  was 
small,   probably  did   not   exist,  and  if  it  did  would    not 
probably  have  been  the  cause  of  sterility,  nor  could  it  in 
either  case  have  produced  the  disease  of  the  appendages; 
but  the  disease  of  the  appendages,  which  was  probably 
acquired  in  early  married  life,  would  have  produced  the 
sterility,    and    had    such    a    disturbing    effect    upon    the 
nutrition  and  circulation  of  the  uterus  that  it  may  m  each 
case  have  produced  the  growth  of  the  tumour."     I    said 
further,  "  In  every  instance  in  which   I  have  removed  the 
uterine  appendages  for  bleeding  fibroid,  I  have  found  the 
appendages  so  much  diseased  that  on  that  account  alone 
their  removal  was  desirable."    Next,  in  the  New  York  Medical 
Record  of  September  6,    1890,   I   called  attention,  as  the 
result  of  my  microscopical  studies,  to  the  degeneration  of 
uterine  fibroids — ^that  they  had  a  tendency  to  change  and 
to  take  on  more  serious  forms  of  degeneration.     In  one  case 
the  central  portion  of   the   fibroid  was  a  cauliflower-like 
mass,  in  other  portions  there  was  metaplasia  of  muscular 
fibres  to  myxomatous  or  m5rxo-fibrous  connective  tissue,  and 
there   were  large  myxomatous  fields ;  the  whole  tumour 
showing  necrobiosis  of  Virchow,  and  ready  to  take  on  yet 
more  appalling  conditions.     This  tendency  to  change,  to 
pass  into  other  pathological  states,  has  been  proved  to  be 
common    with  fibroid  tumours.      Even   P6an  and   Urdy 
said,  as  early  as  1873,  "  These  tumours  are  susceptible  of 
many  transformations."     It  is  equally  true  that  where  there 
is  a  fibroid  tumour  of  the  uterus,  the  cervix  of  that  uterus  is 
also  diseased. 

•  Before  a  fibroid  tumour  can  degenerate  or  undergo  any 
change,  it  must  first  be  reduced  to  medullary  matter,  and 
when  so  reduced  a  malignant  growth  can  as  readily  develop 
as  any  other  form  of  degeneration  ;  and  there  is  reason  to 
believe  that  malignant  growths  have  much  more  frequently 
grown  out  of,  or  been  developed  from,  fibroid  tumours  than 
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has  as  yet  been  recognised.  I  am  coming  to  the  opinion 
that  Dr.  S.  C.  Gordon,  of  Maine,  was  right  when  he  said 
that  all  fibroid  tumours,  large  or  small,  should  be  removed. 
They  are  always  a  source  of  danger  and  of  dangerous 
possibilities,  and  the  help  is  in  surgery.  Thomas  Keith 
performed  hysterectomy  for  a  uterine  fibroid  that  weighed 
one  pound.  One  of  Dr.  Bantock's  first  hysterectomies  was 
for  a  tumour  that  weighed  two  and  a  half  pounds.  A. 
Martin,  of  Berlin,  performed  hysterectomy  (vaginal)  for  a 
tumour  size  of  an  apple,  "ein  appelgrosses  myom."  Dr. 
Washington  L.  Atlee^  said,  in  1876:  "The  only  radical 
cure  for  these  tumours  I  believe  to  be  extirpation."  When 
Dr.  E.  R.  Peaslee  remarked,  "  I  regard  it  as  a  safe  rule  not 
to  interfere  with  fibroids,"  Dr.  Atlee  replied  in  these  re- 
markable words — "  We  have  no  right  to  let  a  disease  alone  ; 
our  business  is  to  relieve  the  patient" 

Dr.  B.  F.  Bear "  says  :  *'  I  believe  that  conservatism  is  in 
the  direction  of  radical  surgery,  the  removal  of  the  tumour." 
An  editorial  in  the  Annals  of  Gyncecology^  speaks  of  "The 
futility  of  electrical  treatment."  Any  electrical  treatment 
for  fibroid  tumours  is  not  only  futile,  but  any  effective 
electrical  treatment  for  these  tumours  does  absolute  harm. 
Electrical  needles  passed  into  these  solid  tumours  ofttimes 
set  up  a  most  dangerous  local  and  peritoneal  inflammation. 
A  case  I  had  of  total  hysterectomy  but  for  this  treatment 
would  have  made  a  most  easy  and  pleasant  recovery.  The 
operation  in  itself  was  not  nearly  as  difficult  or  dangerous 
as  to  the  case  of  total  hysterectomy  mentioned  in  this  paper, 
yet  the  electrical  treatment  destroyed  the  woman.  I  was 
assisted  in  this  operation  by  Dr.  H.  C.  Coe  and  Dr.  Chas. 
N.  D.  Jones.     Dr.  Frey  administered  the  ether. 

Dr.  Chas.  Noble,  in  his  carefully  prepared  paper,  next 
speaks  of  the  disadvantages  of  total  extirpation.     He  in- 

)  Transactions  of  IntemationcU  Medical  Congress^  Philadelphia,  p.  821. 
^Gyn,  Trans,^  1897,  p.  79- 
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forms  us  that  his  personal  experience  in  total  extirpation  for 
fibroid  tumours  is  small.  He  does  not  place  his  name  on 
his  list  of  total  hysterectomies  as  he  does  on  his  list  for 
supra-vaginal  amputation,  so  we  must  conclude  that  he 
has  not  yet  had  a  case  of  pure  total  hysterectomy  for 
fibroids ;  yet  he  says,  "  My  personal  experience  has  been 
sufficient  to  give  me  a  realisation  of  the  greater  technical 
difficulties  of  total  extirpation  Compared  with  supra-vaginal 
amputation." 

I  am  grieved  thus  to  be  compelled  to  differ  from  Dr. 
Noble ;  I  can  say  I  have  not  only  performed  the  operation 
by  both  methods,  but  I  have  studied  carefully  the  technique 
of  each,  and  I  believe  there  are  many  more  difficulties — 
technical  difficulties — in  supra-vaginal  amputation  than  in 
total  hysterectomy. 

The  same  writer,  in  his  article,  continues,  stating  further 
his  objections  to  total  hysterectomy  :  "  First,  the  operation 
requires  a  longer  time."  Here  I  must  again  refer  to  my 
table.  Clay  says  of  his  first  case  of  total  hysterectomy, 
"the  operation  was  soon  and  easily  accomplished."  The 
case  of  supra-vaginal  amputation  by  Dr.  Bardenheuer,  men- 
tioned in  my  table,  for  "a  pedunculated  tumour,  held  by 
thin,  slim  pedicle ; "  yet  this  experienced  surgeon  was  two 
hours  in  performing  the  operation,  while  in  performing  his 
first  case  of  total  hysterectomy  for  fibroid  he  was  not  quite  one 
and  one-half  hours ;  that  is,  more  than  one  half-hour  longer 
in  doing  his  case  of  supra-vaginal  amputation,  an  operation 
he  had  long  been  accustomed  to,  than  in  doing  his  first 
operation  of  total  hysterectomy  for  fibroid  tumour.  For 
his  second  case  of  total  hysterectomy  he  was  one  and  one- 
fourth  hours.  Dr.  Edebohls  says  his  first  operation  of  total 
hysterectomy  was  done  in  one  and  one-half  hours,  the  last 
three  were  performed  in  or  within  an  hour.  Mr.  B.  Jessett, 
of  England,  said  he  removed  a  twenty-four-pound  fibroid 
by  pan-hysterectomy  in  one  hour.  Dr.  H.^M.»Boldt  men- 
tions that  his  first  case  of  total  hysterectomy  was  done  in 
forty  minutes,  and  the  next  two  cases  in   about  the  same 
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period.  Martin  did  his  in  forty-six  minutes.  In  one  he 
required  only  nineteen  minutes ;  yet  our  author,  in  his 
article  above  referred  to,  says,  "  To  do  a  total  hysterectomy 
takes  fifteen  minutes  longer  than  to  do  a  supra-vaginal 
amputation." 

My  first  case  of  total  hysterectomy  for  an  intermural 
fibroid  weighing  thirteen  and  a-half  pounds,  though  it  was 
an  unusually  difficult  case,  took  me  one  third  less  time 
than  I  was  in  doing  my  case  of  supra-pubic  amputation, 
extra-peritoneal  treatment  of  the  pedicle,  for  an  intermural 
fibroid  that  weighed  nine  pounds.  The  case  of  total 
hysterectomy  was  of  such  great  difficulty  that  it  must  have 
belonged  to  what  Dr.  Kelly  calls  his  "fourth  class,"  as  he 
says,  "  a  well  defined  class  of  exceedingly  difficult  cases,  in 
which  the  patient  usually  dies  during  or  soon  after  the  opera- 
tion. Here  the  fibroid,  extending  from  fundus  to  cervix, 
spreads  out  laterally  in  the  broad  ligaments  down  towards 
the  vagina,  presenting  no  suggestion  of  a  pedicle.  The 
loss  of  blood  during  the  operation  is  excessive  and  the 
patient  usually  dies  of  shock  within  two  or  three  days." 

I  have  often  thought  I  could  not  possibly  have  saved 
this  patient  by  any  other  method  than  by  total  hysterectomy. 
Not  only  was  the  tumour  large,  "  spread  out  laterally,  &c.," 
but  the  fibroid  tumour  extended  down  into  the  cervix  so  that 
the  pedicle,  as  secured,  measured  four  and  a  half  inches  in 
diameter.  The  greatly  enlarged  cervix,  with  the  rapidly 
spreading  growth,  pulled  up  and  lengthened  out  an  already 
long,  narrow  vaginal  canal.  The  Fallopian  tube  on  the 
right  measured  ten  inches  in  length,  was  coiled  upon  itself 
and  filled  with  bloody  serum.  The  closed  fimbriated  ex- 
tremity was  four  and  three-fourth  inches  in  circumference ; 
left  tube  five  inches  in  length  and  filled  with  pus,  its  closed 
fimbriated  e>rtremity  adhering  to  the  left  ovary.  In  many 
places  there  were  strong  peritoneal  adhesions  well  or- 
ganized, showing  repeated  attacks  of  peritoneal  inflamma- 
tion. Besides,  the  patient  was  weak,  feeble  and  exceedingly 
prostrated  ;  yet  with  all  these  drawbacks  and  complications 
VOL.  XIII. — NO.  52.  36 
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the  operation  of  total  hysterectomy  was  not  so  difficulty  so 
trying,  or  so  arduous,  nor  did  it  take  nearly  as  long  a  time 
as  the  one  of  supra-vaginal  amputation  with  extra-peritoneal 
treatment  of  the  pedicle  for  the  patient  with  a  nine  pound 
intermural  fibroid.  Suppose  I  had  attempted  this  case  of 
thirteen  and  a  half  pound  tumour,  with  all  its  complications 
and  drawbacks,  by  supra-vaginal  amputation.  How  long 
would  I  have  been  in  encountering  the  many  difficulties, 
how  could  I  even  have  secured  the  pedicle?  Some  might 
say,  "  Oh,  shell  out  the  tumours  and  get  your  pedicle."  But 
this,  even  in  the  hands  of  the  most  expert,  would  have  taken 
time  and  increased  the  perplexities ;  and,  when  secured, 
what  kind  of  a  pedicle  would  it  have  been  ?  If  the  fibroids 
had  been  enucleated  there  would  have  been  left  great 
masses  of  loose  tissue ;  they  soon  would  have  been  great 
pockets  of  pus — patient  growing  more  feeble,  strength 
exhausted,  her  system  poisoned  !  Without  all  these  draw- 
backs the  patient  was  well  and  up  on  the  seventh  day,  and 
able  to  go  around  on  the  twelfth. 

By  supra-vaginal  amputation  with  any  treatment  of  the 
pedicle  there  was  little  chance  for  this  patient.  In  i886,  in 
London,  I  was  privileged  to  see  Dr.  Granville  Bantock  per- 
form a  number  of  operations.  The  first  one  was  on  Sep- 
tember 29,  the  removal  of  a  "  pedunculated  fibroid,  weight 
six  pounds,  and  connected  with  the  fundus  by  a  thick  soft 
pedicle."  This  pedicle  was  first  transfixed  with  pins,  then  a 
moderate  sized  wire  clamp  applied  with  Koeberle's  serre- 
nasud.  Quoting  further  from  my  account  of  the  operation, 
which  I  wrote  the  evening  of  the  same  day — (I  had 
opportunity  of  seeing  every  step  of  the  operation,  I  stood 
opposite  the  operator  and  to  the  left  of  the  first  assistant, 
and  besides,  the  first  assistant,  Dr.  Doran,  very  kindly  let  me 
see  the  drawing  he  had  made  of  the  uterus  and  its  peduncu- 
lated tumours) — "  Incision  three  inches  above  the  navel ;  Dr. 
Bantock  then  put  a  screw  into  the  tumour,  passing  his  left 
hand  beneath  the  tumour,  pulling  the  screw  with  his  right, 
exerting  considerable  force,  lifted  the  tumour  out  of  the 
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abdominal  cavity.  As  it  lay  still  attached,  Dr.  Bantcx:k 
attended  to  the  bleeding  points  in  the  omentum,  having  first 
placed  sponges  around  so  that  no  blood  could  get  into  the 
abdominal  cavity.  He  quietly  and  patiently  seized  every 
bleeding  point,  tied,  and  wiped  with  a  sponge.  When  he 
came  to  amputating  the  tumour  he  looked  carefully  at  what 
was  best  to  be  done,  saw  three  tumours  size  of  a  walnut, 
concluded  to  leave  them  ;  next  proceeded  to  put  a  wire 
around  the  pedicle ;  first  wire  selected  was  too  stiff,  took  a 
smaller  size,  placed  it  around,  drawing  it  as  tightly  as  he 
could,  then  wound  it  around  the  instrument  and  screwed 
yet  more  firmly.  When  all  was  arranged  he  amputated  the 
tumour,  cut  out  the  centre  of  the  stump,  and  carefully 
passed  sutures  of  silk  from  one  side  of  the  stump  to  the 
other.  Then  commenced  the  work  of  fixing  the  stump  and 
placing  it  in  the  lower  angle  of  the  abdominal  wound, 
bringing  up  the  peritoneum,  stitching  it  neatly  around, 
having  previously  passed  the  stick  sponge  down  in  front 
and  behind,  so  as  to  cleanse  the  peritoneal  cavity.  It  was 
a  beautiful  and  neatly  performed  operation."  But  if  Dr. 
Bantock  in  this  case  had  performed  total  hysterectomy,  had 
taken  out  the  whole  diseased  uterus  with  all  its  fibroids, 
the  operation  would  have  taken  less  time,  would  have  been 
infinitely  less  dangerous  for  the  patient,  both  at  the  time 
of  operation  and  subsequently,  and  it  would  have  been  a 
completed  operation,  and  not  been  followed  by  a  long  and 
painful  convalescence,  nor  would  there  have  been  the 
continued  irritation  of  the  stump  during  convalesence,  and 
subsequently,  how  long  ? 

Dr.  Bantock^  says,  "Dr.  Martin,  of  Berlin,  had  been 
compelled  by  force  of  circumstances  to  abandon  the  intra- 
peritoneal method  for  what  at  first  sight  'appeared  a 
much  more  difficult  and  hazardous  proceeding,  namely, 
complete  extirpation    of    the  uterus.'"     Dr.  Bantock*  re- 

"  British  GvNiECOLOGiCAL  Journal,  1892,  p.  66. 
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marked,  on  another  occasion,  that  he  "  had  been  himself 
accustomed  to  a  much  less  serious  operation,  and  could  not 
see  why  men  resorted  to  such  a  severe  procedure  as  pan- 
hysterectomy." 

If  we  examine  Dr.  Bantock's  case  above  narrated,  we 
will  see  that  total  hysterectomy  is  not  "  a  more  difficult  or 
more  hazardous  proceeding*'  or  "so  severe  a  procedure"  as 
supra-vaginal  amputation.  By  total  hysterectomy  we  may 
not  only  avoid  many  amazing  and  technical  difficulties  in 
the  operation,  but  surgeons  will  not  have  the  constant  and 
distressing  anxiety  of  what  may  happen.  Mr.  Bowreman 
Jessett*  said  that  he  had  performed  the  operation  of  total 
hysterectomy  on  eight  occasions,  with  one  exception  none 
of  them  gave  him  a  moment's  anxiety,  convalescing  the 
same  way  as  an  ordinary  ovariotomy.  Dr.  R.  D.  Halt,'  of 
Cincinnati,  said  :  "  In  all  the  operations  I  have  made  by  the 
total  extirpation  method,  the  condition  has  never  given  me 
a  moment's  uneasiness."  * 

After  I  had  removed  the  thirteen  and  half-pound  inter- 
mural  tumour  by  total  hysterectomy,  I  had  not  a  fear  or  an 
anxiety.  I  knew  that  the  whole  of  the  diseased  mass  was  away 
and  there  was  nothing  to  make  trouble ;  but  with  my  case 
of  supra-vaginal  amputation  with  extra-peritoneal  treatment 
of  the  pedicle,  I  had  continued  anxiety  for  forty-two  days  ! 
That  pedicle !  the  continued  threat  of  awful  consequences, 
the  constant  and  unseen  danger,  the  many  dangerous  possi- 
bilities 1  Day  after  day,  as  I  rode  around  seeing  various 
patients,  many  most  interesting  cases,  and  in  which  I  was 
most  deeply  interested,  yet  my  mind  and  thoughts  continually 

>  British  GYNitcoLGGiCAL  Journal,  November,  1895,  p.  337. 

•  Ameriam  Journal  of  Obstetrics^  No.  4,  1897. 

'  By  referring  to  my  note  book  I  find,  when  I  had  returned  from  the 
continent  to  London,  November  12,  1886,  on  the  13th,  at  9.30  a.m.,  I  saw 
Dr.  Bantock ;  he  remarked  that  he  had  been  "  bothered  by  a  case  of 
fibroid/'  Dr.  Meredith  afterwards  told  me  it  was  the  same  fibroid  I  saw 
removed.  So  a  fibroid  removed  September  29  gave  this  great  surgeon 
anxiety  near  two  months  afterward/  By  total  hysterectomy  probably 
the  case  would  not  have  given  him  a  moment's  uneasiness. 


Hysterectomy  for  Fibro-myomata.  537 

reverted  to  this  poor  coloured  woman  in  the  Hospital.  I 
could  ever  see  the  painful  dragging  of  the  pedicle,  the  pulling 
upon  the  abdominal  walls,  the  displacing  neighbouring 
organs,  the  pressure  upon  the  bladder,  the  continued  distress 
of  the  patient.  The  very  sunlight  of  Heaven  seemed  to  shine 
into  that  woman's  abdomen.  I  saw  the  utter  uselessness  of 
this  diseased  remnant  of  a  diseased  womb,  and  I  so  often 
repeated,  as  I  said  at  the  New  York  Pathological  Society, 
November  23,  1887,  it  is  only  a  source  of  danger  and  should 
not  be  there.  Yet  when  I  was  performing  total  hysterectomy 
for  the  patient  who  had  the  thirteen  and  a  half  pound  inter- 
mural  fibroid,  I  was  continually  fired  by  the  awful  con- 
sideration of  venturing  a  new  operation  !  I  knew  without 
an  operation  the  patient  was  doomed;  yet  I  was  ready  at 
any  time  to  turn  aside  from  the  contemplated  procedure  if 
I  imagined  for  a  moment  it  might  be  better  for  the  welfare 
of  the  patient ;  but  all  the  time  I  saw  and  was  stimulated  by 
new  proofs  that  the  procedure  was  the  best  thing  for  the 
patient,  and  the  only  way  in  which  some  of  her  conditions 
could  be  safely  managed.  I  studied  this  case  and  the  contem- 
plated operation  beforehand,  I  have  since  reviewed  it  again 
and  again,  and  am  constantly  more  and  more  impressed  that 
it  was  the  only  way  the  patient's  life  could  have  been  saved. 
I  had  never  heard  of  total  hysterectomy  for  fibroids  being 
done  or  anyone  suggesting  or  considering  it.  When  I  was 
about  to  present  the  tumour  so  removed  before  the  New 
York  Pathological  Society,  1  sent  the  following  letter  to  the 
President: — "February  21,  1888.  Will  there  be  time  for 
me  to  present  an  intermural  fibroid  of  the  uterus  ?  If  ten 
minutes  can  be  spared,  please  telegraph."  To  an  eminent 
surgeon  of  New  York  I  sent  the  following  : — "  Dear  Dr., 
I  owe  you  an  apology  for  asking  you  to  be  present  at  the 
Pathological  Society  on  account  of  a  specimen  I  was  going 
to  present.  In  this  operation  I  made  a  new  procedure,  or 
such  as  I  have  never  seen  elsewhere  described  or  mentioned, 
and  I  wanted  to  have  the  opinion,  and  I  hoped  approval,  of 
one  so  capable  of  judging  as  you  yourself.  Do  you  always 
use  the  extra-peritoneal  method  ?  " 
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In  this  procedure  I  certainly  did  not  once  think  of 
Freund's  operation  with  its  more  than  72  per  cent,  of  deaths.^ 
I  had  not  thought  of  Freund's  operation  for  years.  In  my 
earliest  surgical  studies  I  dismissed  it  entirely  from  my  mind 
as  being  wrong  in  principle,  as  wholly  condemnatory  to 
carry  a  cancerous  cervix  through  the  peritoneal  cavity.  So 
opposed  was  I  to  Freund's  operation*  that  I  think  if  I  had 
thought  of  it  I  should  have  rejected  total  hysterectomy  for 
fibroids.  Total  hysterectomy  for  fibroids  wholly  differs  from 
it  in  method,  principle,  purpose  and  intention  ;  and  certainly 
total  hysterectomy  for  fibroid  should  not  be  called  "  a  revival 
of  Freund's  operation."  It  is  not  so ;  yet  an  excellent 
editorial  in  the  British  GYNiECOLOGiCAL  Journal'  says: 
"In  February,  1888,  a  new  impetus  was  given  to  the  opera- 
tion by  the  efforts  of  Dr.  Mary  Dixon  Jones  to  resuscitate 
Freund's  operation."  Freund's  operation  was  for  cancer, 
and  has  no  relation  to  operations  for  fibro-myomata  of  the 
uterus  ;  it  has  different  ends  and  aims,  and  I  can't  see  that 
total  hysterectomy  for  fibroid  can  be  called  a  resuscitation 
of  Freund's  operation.  Not  only  is  it  wrong  to  carry  a 
cancerous  uterus  through  the  peritoneal  cavity,  but  the 
principle  is  wrong  to  open  the  abdominal  walls  for  a  uterus 
not  enlarged,  or  which  has  no  outside  complications. 
Freund's  operation  in  1878  is  more  a  pervertion  of  Clay's 
method  in  1844  and  of  Burnham's  in  1853.  In  i88i,  when 
Bardenheuer  did  his  first  operation  of  total  hysterectomy 
for  myo-fibromata,  he  may  have  been  impressed  by  Freund's 
method,  an  operation  he  frequently  performed ;  but  nothing 
suggested  total  hysterectomy  to  me  but  the  manifold  dangers 
of  the  pedicle,  its  utter  uselessness,  and  the  possible  injury 


*  Wm.  A.  Duncan,  "Extirpation  of  the  Entire  Uterus  for  Cancer. 
Abdominal  Extirpations  ;  137  Cases,  38  Recoveries,  99  Deaths."  Obstei, 
Trans,^  London,  1885. 

'  Pozzi  says  Freund's  operation  for  cancer  which  to>day  is  utterly 
condemned,  vol.  i.,  p.  382. 

»  1896,  p.  1x3. 


Hysterectomy  for  Fibro-myomata.  539 

it  does.  I  urged  total  hysterectomy  for  the  saving  of  human 
life,  and  that  it  was  an  easier  operation,  more  complete,  and 
could  be  done  in  less  time. 

Dr.  Noble  gives  as  his  second  reason  against  total 
hysterectomy,  that  "haemostasis  is  not  so  satisfactory." 
Charles  Clay  said  of  his  first  case  of  total  hysterectomy 
for  fibroid  in  1844,  "The  operation  was  soon  and  easily 
accomplished."  Of  his  next  case,  in  which  he  left  merely 
a  rim  of  the  cervix,  he  said,  "The  tumour  was  removed 
with  trifling  loss  of  blood  " — leaving  us  to  infer  it  was  not 
quite  so  successful  an  operation  as  the  preceding  one. 
Bardenheuer  says  of  his  first  total  hysterectomy  for  fibroids, 
"  The  loss  of  blood  was  very  little."  Dr.  R.  B.  Hall,^  of 
Cincinnati,  says  that  in  total  hysterectomy  "there  is  no 
more  danger  of  haemorrhage  than  in  ovariotomy."  Dr. 
Edebohls'  says  : — "  The  operation  was  practically  blood- 
less." Mr.  Bowreman  Jessett,'  of  London,  says  total 
hysterectomy  "does  away  with  the  space  that  must  exist 
after  the  operation  by  the  sub-  or  intra-  peritoneal  method, 
from  the  existence  of  which  the  risks  of  haemorrhage  and 
haematocele  must  be  very  great." 

With  my  first  case  of  total  hysterectomy,  with  all  its 
complications,  I  did  not  have  as  much  bleeding  as  I  had 
with  my  case  of  supra-vaginal  amputation  mentioned  in  this 
paper.  Dr.  Chas.  N.  D.  Jones  said  in  his  report  of  this 
case,  "  The  hcemorrhage  was  trijiing.*'  I  have  not  read  of 
any  case  of  total  hysterectomy  where  there  was  much 
bleeding,  and  so  far  as  I  see  all  haemorrhage  may  be  avoided. 
And  now  after  the  beautiful  work  of  Prof.  Stimson,  of  Prof. 
Polk,  of  Drs.  Jessett,  Hall,  Edebohls,  and  many  others,  in 
preventing  any  possible  haemorrhage.  Dr.  Noble  will  not 
publish  to  the  world  that  "  Haemostasis  is  not  satisfactory." 

Dr.  Noble's  third  objection  for  total  hysterectomy  is : 

'  Southern  Surg.  &  Gyn.  Soc,  1892,  p.  389. 

*  Am.  Jour,  of  Obstet.^  1893,  p.  606. 

'  Med*  Press  &*  Circulary  London^  1893,  P-  3'3' 
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"  The  vagina  is  opened,  and  although  this  may  be  cleaned 
previously  it  cannot  be  done  perfectly,  and  the  risks  of 
infection  from  soiling  the  fingers  or  instruments,  and 
secondarily  the  peritoneum,  are  increased."  One  of  the 
great  advantages  of  total  hysterectomy  is  that  the  vaginal 
canal  is  open  and  so  becomes  the  most  satisfactory  way  of 
drainage,  or,  as  I  said,  when  I  first  presented  the  subject 
before  the  New  York  Pathological  Society,  November  23, 
1887,  "  Leave  the  vagina  open  as  the  best  and  most  natural 
way  of  drainage."  In  another  part  of  the  article  I  call  it 
"  Nature's  natural  outlet." 

In  all  my  cases  of  colpo-hysterectomy  for  cancer  I  care- 
fully and  perseveringly  preserved  the  vaginal  opening  in 
order  thus  to  secure  more  complete  drainage.  To  preserve 
this  opening  was  at  times  most  difficult  and  required  constant 
watchfulness,  because  the  cut  surfaces  showed  such  a  ten- 
dency to  adhere  together  that,  without  the  packing  of  gauze, 
they  would  close  in  a  few  hours.  I  maintained  the  opening 
only  by  continually  keeping  slips  of  gauze,  one  end  extending 
into  the  peritoneal  cavity,^  the  other  projecting  from  the 
vagina,  and  thereby  was  secured  good  drainage ;  and  besides 
by  daily  twice  dressing  and  packing  anew  the  vaginal  canal, 
all  sepsis  was  prevented,  and  thus,  though  all  my  cases  of 
vaginal  hysterectomy  for  cancer  were  in  a  most  deplorable 
condition,  one  for  weeks  not  able  to  sit  up,  carried  in  the 
nurse's  arms  to  the  operating  table,  yet  by  securing  this  most 
perfect  drainage  each  patient  made  a  speedy  and  happy 
recovery. 

Dr.  Jos.  Eastman,^  in  a  paper,  January,  1894,  says  :  "The 
strongest  point  in  its  favour  (the  extra-peritoneal  treatment 
of  the  pedicle)  is  that  in  this  method  we  have  practically 
one  wound,  whereas  in  total  or  partial  extirpation  method 
we  have  two  wounds,  the  one  in  the  abdomen,  the  other  in 
the  pelvis,  the  latter  extending  through  connective  tissue, 

"  Am, /our.  of  ObsteL^  Nos.  4-5i  x893- 

^  Journal  of  American  Medical  Association,  Chicago,  August  4,  1894. 
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rich  in  lymphatics,  down  to  the  vagina  (an  incubator  for 
many  varieties  of  bacteria),  which  cannot  always  be  steri- 
lised and  maintained  aseptic  dm-ing  the  operation."  He 
repeats  in  the  same  paper  :  "  One  of  the  great  objections  to 
total  extirpation  of  the  cervix  and  vaginal  drainage  is  that 
you  make  an  additional  wound  and  have  a  possibility  of 
vaginal  infection." 

I  rather  think  it  is  an  advantage  in  this  operation  to  have 
the  "  additional  wound  "  or  opening,  and  in  no  case  of  hys- 
terectomy have  I  found  the  vaginal  canal  "  an  incubator  for 
bacteria."  True,  it  is  in  a  measure  difficult  to  render  the 
internal  mucous  membrane,  as  also  the  external  skin,  per- 
fectly aseptic,  but  it  can  be  done  ;  and  when  we  have  this 
second  opening  the  abdominal  incision  may  be  closed,  and 
at  the  end  of  a  week  there  is  no  wound  either  in  the  abdomen 
or  vagina.  But  with  the  extra-peritoneal  method,  as  Kelly ^ 
says,  "The  dismal  end  of  the  stump  sloughs  off";  Chris- 
topher Martin*  adding  :  "  When  the  stump  separates  a  huge 
suppurating  chasm  is  left  going  down  to  the  peritoneum, 
and  separated  only  by  a  weak  barrier  of  granulation  tissue 
from  coils  of  intestines.  The  wound  is  slow  in  healing  and 
it  is  usually  from  two  to  eight  weeks  before  the  patient  may 
even  sit  up  in  bed."  So  with  supra-pubic  amputation  we 
have  a  wound  four,  six,  eight  weeks,  or  for  as  many  years. 
Total  hysterectomy  seems  the  best  way  to  avoid  any  lasting 
wound. 

With  my  case  of  total  hysterectomy  for  fibroids*  I  closed 
entirely  the  abdominal  wound.  Prof.  L.  A.  Stimson*  says 
of  his  first  case  of  total  hysterectomy  for  fibroids  :  "The 
abdominal  wound  had  been  entirely  closed,  and  drainage 
made  through  the  vagina  for  the  first  few  days." 

Dr.  Noble's  fourth  objection,  "  Even  if  the  operation  is 


*  GyncBCological  Transitions^  1890,  p.  123. 

'  Obstetrical  Transactions  of  Edinburgh^  1895-6. 

'  New  York  Medical  Journal^  August  25,  September  i,  1888. 

*  Ibid,,  July  27,  1889,  p.  277. 
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completely  done  and  the  peritoneal  cavity  is  shut  off  by 
continuous  sym-peritoneal  suture,  it  is  still  necessary  to 
employ  drainage  of  the  sub-peritoneal  space,  that  is,  the  base 
of  the  broad  ligaments  and  the  cut  vaginal  walls.  This 
entails  a  granulating  wound,  infected  ligatures,  and  the 
possibilities  of  septic  absorption." 

1  should  say  this  is  rather  an  argument  in  favour  of 
total  hysterectomy.  The  sub-peritoneal  space  is  open  and 
thoroughly  drained,  thus  preventing  absorption  and  infection. 
But  any  amount  of  drainage  rather  than  blood  poisoning;  as 
Dr.  Charles  N.  D.  Jones  said,  referring  to  general  as  well  as 
gynaecological  surgery,  "  1  never  saw  a  case  do  badly  that 
was  well  drained." 

One  great  difficulty  with  supra-pubic  hysterectomy  is 
that  there  is  no  way  to  have  the  most  perfect  drainage,  and 
the  decaying  stump  with  insufficient  drainage  gives  yet  more 
danger  of  infection.  With  my  case  of  supra-pubic  hysterec- 
tomy referred  to  in  this  paper  I  put  in  a  drainage  tube,  but 
placed  it  far  away  from  the  decaying  stump.  I  believe  if  it 
had  not  been  so  placed  the  patient  would  have  been  lost. 

Dr.  Noble  says  further  :  "  A  practical  point  bearing  upon 
the  relative  merit  of  supra-vaginal  amputation  versus  total 
hysterectomy  is  the  fact  that  a  number  of  the  advocates  in 
America  of  total  hysterectomy  have  adopted  vaginal  hys- 
terectomy for  small  tumours.  This  is  not  true  of  those  who 
perform  supra-vaginal  amputation.  Were  the  advocates  of 
total  hysterectomy  satisfied  w4th  their  results  they  would  not 
adopt  an  inferior  procedure.  .  .  .  Those  who  perform 
this  operation  are  accustomed  to  the  idea  of  having  the 
ligatures  about  the  uterine  arteries  and  those  about  the  cut 
vaginal  walls  become  infected  and  come  away  by  necrosis 
and  suppuration.  They  are  accustomed  to  the  idea  of  a 
granulating  infected  wound.  .  .  Habituated  as  they  are 
to  an  infected  granulating  wound  with  more  or  less  necrosis, 
and  to  gauze  drainage  and  more  or  less  foul  vaginal  dis- 
charges." 

1  cannot  admit  that  our  great  surgeons  who  do  vaginal 
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hysterectomy  for  any  cause  "  are  accustomed  to  the  idea  of 
having  the  ligatures  infected  and  come  away  by  necrosis  and 
suppuration"  ;  or,  are  "habituated  to  infected  granu- 
lating wounds."  Any  wound  that  has  to  heal  by  granula- 
tion they  keep  surgically  clean  and  pure,  and  though  this 
method  may  entail  a  granulating  wound  it  lessens  the  possi- 
bilities of  aseptic  absorption.  As  to  "gauze  drainage  and 
more  or  less  foul  vaginal  discharges,"  infinitely  better  have 
these  than  sepsis  in  the  peritoneal  cavity  with  the  formation 
of  large  abscesses,  producing  blood  poisoning  and  the  death 
of  the  patient.  However,  total  hysterectomy  may  be  made 
so  clean  and  so  complete  an  operation,  that  there  may  be 
no  need  of  drainage  even  in  this  direction. 

Further,  1  cannot  see  that  vaginal  hysterectomy  is  "  an 
inferior  operation,"  or  that  it  is  not  better  for  small  fibroids 
than  encountering  the  dangers  and  after-consequences  of 
opening  the  abdominal  walls.  Dr.  Noble  tells  us  his  own 
experience  with  vaginal  hysterectomy  for  fibro-myoma 
embraces  but  a  single  case,  which,  says  he,  "  I  was  driven 
to  perform  to  arrest  haemorrhage  after  a  vaginal  myomec- 
tomy." Dr.  Noble  is  young  yet,  and  I  would  advise  him 
hereafter  to  do  vaginal  hysterectomy  instead  of  "vaginal 
myomectomy." 

A  new  work  on  Diseases  of  Women  says  of  complete 
abdominal  hysterectomy  :  "  The  operation  is  often  accom- 
panied with  profuse  bleeding  from  the  edge  of  the  divided 
vagina."  I  have  never  found  any  difficulty  from  haemor- 
rhage from  the  divided  vagina  in  total  hysterectomy  nor  in 
colpo-hysterectomy ;  with  pressure  forceps  I  have  been  able 
to  prevent  any  loss  of  blood.  I  have  seen  Martin,  of  Berlin, 
patiently  sew  the  cut  edges,  stitch  by  stitch  ;  to  me  pressure 
forceps  seem  more  effectual  and  save  time. 

Dr.  Noble  finally  says :  "  The  single  advantage  which 
total  extirpation  has  over  supra-vaginal  amputation  is  that 
in  certain  cases  the  cervix  is  diseased,  and  in  such  cases 
it  is  best  to  remove  it." 

The  cervix  is  diseased  in  all  cases  ;  but  besides  there  are 
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many  advantages  in  total  hysterectomy.  First,  the  operation 
is  easier ;  second,  takes  less  time ;  third,  a  more  rapid 
recovery;  fourth,  no  dangefous  sequelae;  and,  finally,  it 
removes  the  whole  of  a  diseased  organ.  So  true  is  this 
principle  that  many  of  our  surgeons  are  wisely  seeing  that 
even  in  case  of  removing  diseased  uterine  appendages  it 
is  better,  with  the  appendages,  also  to  remove  the  whole 
uterus.  I  said  in  1888  :^  "In  removing  the  uterine  appen- 
dages, the  diseased  conditions  I  have  frequently  been  sur- 
prised to  find  in  almost  every  instance^  the  uterus  enlarged^ 
more  or  less,  either  from  hyperplasia  or  incipient  fibroid 
growths." 

In  a  number  of  instances  I  then  recognised  that, 
accompanying  the  diseased  uterine  appendages,  there  was 
a  pathological  condition  of  the  uterus.  In  case  No.  24, 
Mrs.  M.  G.,  of  my  table,'  so  impressed  was  1  with  this  that 
in  three  different  articles,  published  in  as  many  medical 
journals,  I  spoke  of  it,  remarking  that  "even  the  fundus 
uteri  oozed  blood  on  the  slightest  touch."  It  seemed  almost 
as  if  the  endothelioma  of  the  ovaries  (in  this  patient  the 
ovaries  were  largely  made  up  of  lakes  of  blood)  had  ex- 
tended to  the  uterus. 

I  am  now  ready  to  believe  that  pus  tubes  and  endo- 
thelioma and  gyroma  of  the  ovaries  not  only  cause  the 
growth  of  fibroid  tumours  of  the  uterus,  but  develop  or 
give  rise  to  various  other  abnormal  conditions  of  that 
organ. 

Even  when  there  are  no  adhesions  nor  raw  surfaces, 
in  many  instances  in  my  work  in  laparotomy  in  1887-88-89, 
I  then  thought  it  would  have  been  better  if  the  uterus  had 
also  been  removed.  In  some  cases  the  condition  of  the 
uterus  almost  made  one  tremble  for  the  safety  of  the  patient. 
For  instance,  Mrs.  R.,'  No.  66  of  same  table  :  her  opera- 


^  New  York  Med,  Jour,,  August  25,  September  i,  1888. 
^New  York  Med,  Record,  August  7,  1897. 

^Pittsburg  Med,  Review,  October,  1890,  and  New  York  Med,  Jour,, 
May  10,  17,  1890,  Case  4. 
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tion  was  in  August,  1888 ;  the  ulerus  was  in  extreme  retro- 
version, more  than  twice  its  normal  size,  tender  and  sore 
on  pressure,  evidently  from  some  unknown  pathological 
condition,  and  which  I  feared  might  give  her  future  trouble. 
The  patient  had  suffered  for  years  from  disease  of  the  tubes 
and  ovaries,  much  of  the  time  not  able  to  attend  to  her 
household  duties  or  to  be  out  of  her  bed.  How  much  of 
this  suffering  was  due  to  the  uterus  we  cannot  tell.  At  the 
time  of  the  operation  the  ovaries  were  enlarged,  to  six  or 
eight  times  their  normal  size,  and,  as  subsequently  ascer- 
tained, each  one  contained  an  endothelioma  changing  to  a 
blood  cyst,  each  one  had  hard  gyromatous  growths  which, 
as  we  have  seen,  so  often  and  so  cruelly  imprison  and 
impinge  nerve  fibres ;  and  of  the  remaining  tissue  of  each 
of  the  ovaries  some  portions  were  in  intense  acute  and 
other  portions  in  sub-acute  inflammation,  and  there  was 
not  a  normal  ovum  in  either  ovary  ;  yet  with  all  this  the 
condition  of  the  uterus  may  have  increased  or  caused  part 
of  the  suffering.  While  the  ovaries  and  tubes  had  both  to 
be  removed,  I  thought  then  what  was  the  good  of  leaving 
a  sickly  uterus ;  would  it  not  be  better  for  the  patient  if  it 
were  out  of  the  way  ?  It  was  only  a  distressing  weight  and 
doing  positive  harm.  Great  surgeons  have  since  made  all 
this  clear,  but  I  did  not  dare  then  to  make  the  advance,  but 
1  then  and  now  believe  if  I  had  removed  the  uterus  it 
would  have  been  infinitely  better  for  the  patient,  and  she 
would  since  have  had  a  happier  and  more  useful  life. 

Probably  the  best  reply  to  Dr.  Noble's  excellent  paper 
will  be  for  a  moment  to  give  the  opinions  of  several 
different  surgeons  on  these  subjects.  Professor  Wm.  M. 
Polk^  says  :  "  The  fact  that  two  methods  held  the  field  was 
presumptive  evidence  that  neither  was  perfect.  .  .  .  The 
alternative  held  out  to  both  sides  was  total  eradication  of 
the  stump,  and  towards  this  good  operators  have  steadily 
worked." 

»  Trans,  of  Am,  Gyn,  Soc,  1892,  p.  216. 
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Dr.  Joseph  Price  :  ^  "I  agree  that  in  all  probability 
complete  extirpation  will  be  the  future  operation." 

Dr.  Florian  Krug  :  *  "  Now  I  am  confident  that  total 
extirpation  without  leaving  a  stump  is  bound  eventually 
to  be  recognised  as  the  ideal  method.  .  .  .  The  fixation 
of  the  uterine  cervix  in  such  an  unnatural  position  as  the 
lower  angle  of  the  abdominal  incision  gives  rise  to  excru- 
ciating pain  as  well  as  to  severe  and  often  permanent 
bladder  symptoms.  It  requires  much  less  time  to  extirpate 
the  entire  uterus,  cervix  included,  than  to  leave  the  stump 
and  properly  care  for  it  according  to  the  intra-,  extra-,  or 
any  known  method.  The  after-treatment  is  infinitely  more 
simple,  less  painful  and  disagreeable  to  the  patient." 

Dr.  R.  B.  Hall  :  ^  "  If  the  patient  makes  a  primary 
recovery  from  the  extra-peritoneal  method  she  is  not  in 
all  cases  restored  to  health-  She  not  unfrequently  suffers 
great  pain,  due  to  the  contraction  of  the  pedicle  dragging 
upon  the  abdominal  scar,  and  pressure  from  the  distorted 
pelvic  organs.  The  total  extirpation  method  overcomes 
these  difficulties.  There  is  no  sloughing  pedicle;  there  is 
no  distortion  of  the  pelvic  organs  from  the  stump  being 
fixed  to  the  abdominal  wall,  pressing  upon  the  bladder,  or 
interfering  with  the  functions  of  the  bowels,  and  we  have 
a  comparative  painless  convalescence.  I  am  certain  the 
method  has  come  to  stay,  and  that  the  clamp  in  abdominal 
hysterectomy  will  certainly  be  a  thing  of  the  past,  as  it  now 
is  in  ovariotomy." 

Dr.  S.  C.  Gordon  :  *  "  I  advocate  the  entire  removal  of 
the  uterus.  I  believe  that  it  is  the  ideal  operation,  that  it  is 
better  every  way.  .  .  .  The  more  I  do  complete  hyster- 
ectomy the  better  satisfied  I  am  with  the  results.  .  .  . 
However  little  of  the  cervix  is  left,  there  will  always  be  more 
or  less  danger  from  septic  material  in  the  cervical  canal, 

*  Annals  ofGyn,y  vol.  v.,  1891,  p.  107. 

^New  York  Jour,  o/Gyn.  and  ObsUL^  1892,  p.  13. 
'  Southern  Surgical  and  Gyn.  Society,  1892,  p.  389. 

*  Am.  Med.  Assn.,  1892. 
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and  although  one  may  cauterise  by  the  very  best  methods 
pus  may  result." 

Mr.  F.  B.  Jessett  :*  "From  the  scientific  point  of  view 
both  methods  advocated  fall  short  of  the  ideal  operation, 
namely,  removal  of  the  whole  uterus.  .  .  .  Convales- 
cence very  much  more  rapid,  and  the  risks  of  subsequent 
hernia  practically  nil.  The  risks  of  septicaemia  are  con- 
siderably reduced.  ...  I  have  no  doubt  that  the 
removal  of  the  entire  organ  is  a  great  advance  upon  supra- 
vaginal hysterectomy  either  by  extra-peritoneal  or  sub-peri- 
toneal methods,  and  the  shock  would  be  much  less." 

Dr.  Matthew  Mann  :  "  I  think  the  cervix  when  left  is 
of  little  use,  and  a  possible  source  of  harm." 

Dr.  B.  F.  Chambers  :  "  I  very  much  prefer  total  ex- 
tirpation, and  can  see  no  advantage  in  leaving  the  cervix." 

Dr.  H.  J.  Gerrigues:'*  "Complete  extirpation,  although 
seemingly  the  boldest,  is  perhaps  the  safest." 

Dr.  Christopher  Martin : '  "To  this  method,  hysterectomy, 
with  extra-peritoneal  treatment  of  the  pedicle  (clamp  cases), 
there  are  numerous  objections.  The  patients  that  do  not 
die  escape  by  the  skin  of  their  teeth.  They  have  an  offensive 
necrosing  stump,  sometimes  as  thick  as  the  wrist,  filling 
the  lower  portion  of  the  wound,  and  slowly  sloughing 
off.  They  run  the  gauntlet  of  septicaemia,  peritonitis  and 
secondary  haemorrhage.  In  all  these  points  pan-hysterec- 
tomy is  superior  to  the  clamp  operation.  To  briefly  sum 
up  the  advantages  of  pan-hysterectomy  :  First,  it  absolutely 
cures  the  patient ;  second,  it  has  a  lower  mortality  than  the 
clamp  operation,  than  the  enucleation  and  than  the  intra- 
peritoneal method  of  treating  the  pedicle ;  third,  it  is 
attended  by  far  less  shock ;  fourth,  the  convalescence  is 
easy  and  uneventful,  the  wound  heals  by  first  intention,  and 

*  British  Medical  Journal^  April,  1893  ;  Med,  Press  and  Circular y 

P-  393- 

•  "  Diseases  of  Women,"  1894,  p.  466. 

'  ObsteL  Trans,  of  Edinburgh^  1895-96. 
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the  patient  is  up  in  about  three  weeks ;  fifth,  there  is  very 
slight  risk  of  a  subsequent  formation  of  ventral  hernia." 

Dr.  Brewis  ^  was  of  the  opinion  that  "  the  operation  of 
total  hysterectomy  was  the  best  one,  and  he  had  no  doubt 
it  would  become  the  operation  of  the  future." 

Dr.  Smyly  :  *  "  The  ease  with  which  the  operation  was 
performed,  the  freedom  from  pain,  and  the  rapid  conva- 
lescence. ...  I  believe  it  is  better  to  remove  the  cervix 
entirely  than  to  return  it  into  the  abdomen,  where  it  is 
liable  to  prove  a  source  of  danger." 

Dr.  J.  F.  W.  Ross  :  *  "  I  feel  that  this  operation  will  be 
the  one  generally  adopted  before  five  years  have  passed.  I 
can  heartily  recommend  it." 

Prof.  E.  E.  Montgomery : *  "Of  the  two  procedures 
the  entire  removal  of  the  uterus  seems  to  the  writer  the 
preferable  one." 

Dr.  E.  W.  Gushing  :  *  *'  If  you  are  going  to  leave  any 
portion  of  the  cervix  it  should  be  a  small  part.  I  have 
recently  had  a  case  which  has  convinced  me  of  the  advisa- 
bility of  removing  the  whole  uterus." 

Dr.  Elder  :  •   "  The   opinion   is  gradually  being  forced 

upon  me  that  for  the  majority  pan-hysterectomy  or   total 

extirpation  is  the  best  method  which  has  yet  been  devised." 

Dr.  F.  Edge  :  ^  "  I  have  performed  the  operation  twice 

and  have  been  struck  by  its  simplicity." 

Dr.  Homans  said  he  had  laid  down  the  following  rule : 
"To  operate  on  all  cases  as  soon  as  discovered,  and  by 
complete  hysterectomy." 

Dr.    H.    G.    Wetteral:^    "The    stretched    vagina    and 

*  Obstet  Tram,  of  Edinburgh^  1895-96. 

*  British  Gyn.  Jour.,  1892-93,  p.  89. 

'  Practitioner^  Toronto,  Can.,  1892,  p.  317. 
4  Am.  Med.  Assn.,  1894. 

*  Philadelphia  Obstet.  "Soc,  Febniary,  1894. 

*  Brit.  Gyn.  Journal,  1896-7,  p.  497. 
»  Ibid, 

*  New  York  Journal  of  Gyn.  and  Obstet.^  1893. 
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cramped  bladder,  the  dead  tissue  in  the  lower  angle  of  the 
incision  and  the  weakened  abdominal  wall,  all  condemn  the 
plan  as  unsurgical  and  inartistic.  By  total  hysterectomy 
patients  make  a  speedy  and  painless  recovery." 

Dr.  Edebohls  '}  "  Total  extirpation  of  the  uterus  has 
always  appealed  with  stronger  force  to  the  writer's  idea 
of  surgery  than  amputation  through  the  cervix.  Total  ex- 
tirpation is  not  more  dangerous,  is  not  a  more  difficult 
operation.  ,  .  .  The  technique  of  total  extirpation  is  be- 
lieved to  possess  the  following  advantages  :  (i)  danger  of 
infection  from  the  uterus  or  vagina  is  entirely  avoided  or 
at  least  minimised ;  (2)  the  uterine  arteries  are  seized  with 
ease  and  certainty  ;  (3)  no  danger  of  wounding  the  bladder 
or  ureters;  (4)  the  after  treatment  required  is  practically 
niir 

Prof.  Wm.  M.  Polk  :*  "  It  seems  to  me  that  the  removal 
of  the  entire  uterus  is  preferable  to  incomplete  removal.  I 
know  very  well  that  those  gentlemen  who  leave  in  a  portion 
of  the  cervix  claim  that  it  is  an  ideal  operation,  that  it 
takes  less  time,  &c. ;  so  far  as  time  is  concerned,  removal 
can  be  performed  as  easily  and  as  quickly  by  one  method 
as  by  the  other.  In  performing  one  operation  provision 
must  be  made  for  the  subsequent  development  of  purulent 
accumulation  behind  a  portion  of  the  cervix  which  is 
allowed  to  remain.  Any  operation  which  has  to  make 
provision  for  such  a  contingency  is  incomplete." 

Dr.  G.  Bantock  :'  "  A  method  which,  almost  of  necessity, 
seems  to  invite  suppuration  (or  the  formation  of  haematocele) 
and  to  require  dilatation  of  the  cervix  for  the  removal  of 
ligatures,  has  not  much  to  commend  itself  to  our  notice." 

Dr.  Wm.  Chapman  Grigg  :*  "  It  is  evident  that  any 
operation  that  involves  the  formation  of   pus  out  of  sight 


*  Am,  Jour,  of  ObsUL^  1893,  p.  606. 

*  Gyn,  Trans,^  1893,  p.  107-8. 

'  British  GvNiECOLOGiCAL  Journal,  1892,  p.  65. 

*  Ibid,,  p.  54. 
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and  out  of  reach  of  drainage  ought  to  be  looked  upon  with 
suspicion." 

Dr.  F.  F.  Schacht :  "The  operator  who  undertakes  the 
intra-peritoneal  operation  has  all  the  difficulties  of  total 
extirpation  to  encounter,  with  the  additional  objection  that 
accurate  suturing  of  the  cut  peritoneal  flap  over  the  intra- 
pelvic  stump  frequently  occupies  even  longer  time  than 
any  other  portion  of  the  operation,  and  therefore  materially 
adds  to  the  immediate  shock." 

Of  this  method  I  said  in  the  Medical  Record,  Septem- 
ber, 1890,  "GofFs  method,  as  reported  in  the  New  York 
Obstetrical  Journal,  is,  as  he  describes  it,  'Taking  out  the 
whole  of  the  uterus  except  a  bit  of  the  cervix,  covering  this 
over  with  peritoneum.'  But  in  all  his  cases,  as  he  reports 
them,  the  temperature  went  up  the  fourth  or  fifth  day,  which, 
sajrs  Dr.  Goff,  '  Means  suppuration  under  the  flap,  with 
danger  of  the  pus  bursting  into  the  peritoneal  cavity ' ;  so  in 
each  case  he  dilated  the  cervix,  drained  and  irrigated.  Of 
one  he  said,  'A gentle  amount  of  pressure  caused  the  exit  of 
about  half  an  ounce  of  pus  and  broken  down  tissue.'  The 
same  procedures  are  used  by  Dr.  A.  P.  Dudley.  'He 
dissects  out  the  uterus  to  about  three-fourths  of  an  inch 
of  the  cervix.'  The  third  day  there  is  the  same  rise  of 
temperature,  the  same  process  of  dilating  for  discharge  of 
pus.  Thus  invariably  a  certain  amount  of  suppuration  seems 
to  accompany  this  method,  so,  with  '  a  bit  of  the  cervix  left,' 
there  cannot  be,  as  Dr.  Goff  expresses  it,  *  all  the  elements 
of  safety.' " 

Dr.  Edebohls  is  quite  just  as  to  his  criticism  on  the 
name.  He  says,  "the  term  hysterectomy  having  been  (mis) 
appropriated  to  denote  supra-vaginal  amputation,  the  time 
has  now  arrived  when,  in  the  interests -of  clearness  and 
a  correct  nomenclature,  the  term  hysterectomy  should  be 
reserved  to  apply  to  total  extirpation  of  the  uterus ;  coelio- 
hysterectomy  and  colpo-hysterectomy  to  denote,  respectively, 
vid  the  abdomen,  or  vid  the  vagina."      Knowsley  Thornton^ 

1  "  System  of  Medicine,"  Clifford  Allbutt  and  W.  S.  Playlair,  1896,  p. 
611. 
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says  on  the  same  point :  "  Hysterectomy  is  a  term  which 
should  have  been  restricted  to  the  complete  cutting  out  of 
the  womb  ;  unfortunately,  however,  it  was  in  common  use 
before  the  complete  extirpation  of  the  uterus  had  become  a 
recognised  operation." 

The  mixture  of  terms  is  not  only  confusing,  but  has  led 
to  errors  and  given  erroneous  impressions.  Last  September, 
in  a  few  minutes'  conversation  with  Dr.  Chas.  Noble,  I  said 
that  when  preparing  my  paper  on  "  Laparotomy  for  Diseases 
of  Women,  from  1879  to  1889,"^  I  was  particularly  interested 
in  Chas.  Clay's  work,  and  thought  at  first  that  he  had  done 
total  hysterectomy  for  fibroid,  but  soon  found  him  speaking 
of  the  disposition  of  the  pedicle.  So  of  many  others.  They 
would  call  their  operation  "total  hysterectomy,"  and  in 
the  next  line  tell  how  they  managed  the  pedicle.  At  this 
time  my  belief  was  that  Dr.  Bardenheuer  had  done  the  first 
case  of  total  hysterectomy  for  fibroids.  Pozzi*  says  of 
Bardenheuer  that  he  "  had  six  recoveries  out  of  seven  cases, 
but  that  it  seems  as  if  he  was  dealing  with  simple  cases  that 
would  have  recovered  with  any  other  method.  Pozzi  con- 
tinues :  "  Of  late  fresh  attempts  have  been  made  to  remodel 
complete  extirpation.  Martin"  has  recommended  it,  he  first 
performs  through  the  abdominal  walls  a  supra-vaginal 
hysterectomy,  using  a  temporary  elastic  ligature.  Then  an 
assistant  frees  the  cervix  through  the  vagina,  after  which  the 
surgeon  terminates  the  operation  through  the  abdomen  by 
tying  the  broad  ligaments  and  peeling  off  the  bladder." 

In  this  method  of  procedure  Martin  was  not  following 
the  method  of  Bardenheuer,  but  followed  exactly  the  plan  I 
presented  before  the  New  York  Pathological  Society, 
November  23,  1887.  I  do  not  believe  at  this  time  Dr. 
August  Martin  knew  of  Dr.  Bardenheur's  method  or  of 
his  work.     On  October  20,  1888,  Dr.  Mendes  De   Leon, 

*  Am,  Jour,  of  Obstet^  July,  1897,  p.  74. 

•  "Treatise  on  Gynaecology,"  1892. 

'  Cent./,  Gyn.^  1889,  No.  40,  p.  689. 
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of  Amsterdam,  wrote  me  :  "  Only  yesterday  I  returned  from 
a  trip  to  Berlin.  Martin  told  me  he  had  performed  4 
hysterectomies  with  vaginal  extirpation  of  the  pedicle.  As 
soon  as  he  shall  reach  the  series  of  10  he  intends  to 
publish  it.  Is  this  method  of  treating  the  pedicle  yours 
or  his  ?  I  am  very  anxious  to  know  more  about  this  ques- 
tion. Perhaps  you  may  find  time  to  let  me  know  one  of 
these  days." 

If  Dr.  Martin  had  known  at  this  time  of  Dr.  Bar- 
denheuer's  work  he  would  have  mentioned  it  to  Dr. 
Mendes  De  Leon,  and  Dr.  Mendes  De  Leon  would  not 
have  written  the  above.  Also,  if  Dr.  Martin  had  known  of 
Dr.  Bardenheuer's  work  he  would  certainly  have  referred  to 
it  when  he  was  in  this  country  in  the  fall  of  1887.  While 
here  all  his  public  addresses  were  to  sustain  and  promote 
the  intra-peritoneal  treatment  of  the  pedicle ;  even  at  the 
meeting  of  the  American  Gynaecological  Society,  September 
15,  16,  17,  1887,  his  address  was  to  this  purpose.  Probably 
before  Dr.  Martin  had  arrived  in  Germany  I  had  presented 
the  subject  to  the  New  York  Pathological  Society,  and  I 
believe  the  facts  and  reasons  then  presented  in  favour  of 
total  hysterectomy  were  so  strong — for  I  felt  the  seriousness 
of  the  subject — that  not  long  after  Dr.  Martin  and  others 
commenced  to  operate  by  this  method.  I  was  led  to  think 
of  total  hysterectomy  for  fibro-myoma  only  by  the  great 
sufferings  of  my  patients  for  whom  I  had  just  before  suc- 
cessfully performed  hysterectomy  by  the  extra-peritoneal 
treatment  of  the  pedicle.  Yet  an  editorial  of  the  British 
GYNiECOLOGiCAL  JOURNAL  (1896-7,  p.  114)  says  :  "  In  1888 
A.  Martin,  of  Berlin,  following  Bardenheuer,  had  effected 
total,  or  practically  total,  extirpation  of  the  uterus." 

Dr.  Martin,  when  he  presented  the  cases,  October  5,  1889, 
said  '}  "  Cutting  off  the  body  of  the  uterus  after  applying  a 
constrictor,  then  freeing  the  cervix."  This  is  not  Barden- 
heuer's method.  It  is  one  of  the  methods  I  presented  before 
the  New  York  Pathological  Society. 

*  CeniralbkUt  fuer  Gyna,^  Kologone,  1889,  No.  40,  p.  690.  "Abtragung 
des  Corpus  Uteri  unter  Konstnktion.    Dann  Auslosung  des  Collum." 
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The  editorial  continues  :  "  In  America,  in  1890,  Florian, 
Krug,  and  Eastman,  of  Indianapolis,  seem  to  have  been  the 
first  to  practice  this  procedure." 

After  my  first  case  of  total  hysterectomy  for  myo- 
fibroma, February  16,  1888,  the  next  case  recorded  was  by 
Prof.  L.  A.  Stimson,  November,  1888,  and  he  reported  to 
the  New  York  Surgical  Society,  January,  1889.  On  May  21, 
1889,  Prof.  W.  M.  Polfci  presented  before  the  New  York 
Obstetrical  Society  a  case  of  complete  extirpation  of  uterus 
for  procidentia,  as  Dr.  Coe  said,  "removing  the  entire 
cervix  as  by  vaginal  hysterectomy."  Dr.  Polk  on  that 
occasion  said :  "  There  have  been  6  or  7  cases  operated 
upon  in  this  way  in  New  York,  and  all  the  patients  have 
done  well.  •  It  would  seem,  therefore,  that  the  method  is 
about  as  free  from  danger  as  any,  while  the  freedom  from 
distress  and  the  sequences  of  the  present  methods  will  com- 
mend it  to  all."  By  1892  Dr.  Polk  had  performed  the 
operation  18  times.  Dr.  Bolt's  first  case  of  total  hysterec- 
tomy for  fibroid  took  place  May  23,  1889 ;  his  next  case, 
July  15,  1889  ;  his  third  case,  October  20  of  the  same  year. 
The  third  case  he  presented  before  the  New  York  Obstetrical 
Society,  November,  1889.  When  he  reported  21  cases  he 
said  :*  "Since  my  first  operation  of  complete  hysterectomy, 
this,  with  few  exceptions,  has  been  my  method  of  choice." 

Dr.  Eastman  did  his  first  case  September  21,  1889,  and 
the  second  on  October  i ;  these  he  reported  to  the  Marion 
Co.  Medical  Society,  January  28, 1890.  He  said  of  his  first  :• 
"  I  determined  to  have  no  pedicle  to  become  gangrenous, 
to  slough,  to  bleed,  and  to  furnish  septic  material."  Of  the 
second  case  he  says  in  the  same  journal :  *'  In  my  judgment 
this  woman  could  not  have  endured  the  tedious  conva- 
lescence attending  cases  when  the  pedicle  was  fixed  in  the 
lower  angle  of  the  wound." 

Dr.  Florian  Krug  did  his  first  operation  of  total  hysterec- 


*  Afnerican  J&umal  of  Obstetrics^  1890,  p.  83. 

"  />«</.,  vol.  xxvii.,  1893,  P-  833. 

'  Ind,  Medical  Journal^  April,  1889-90,  p.  323, 
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tomy  for  fibroid  May  13,  1890,  and  made  a  most  excellent 
presentation  of  the  same.  Dr.  R.  B.  Hall,  of  Cincinnati, 
Ohio,  said  he  was  one  of  the  first  to  advocate  total  extir- 
pation, and  the  first  to  make  the  operation  in  his  own  State. 
With  a  deep  soul  desire  of  all  surgeons  to  do  the  best  for  his 
or  her  patients.  Dr.  Hall,  in  1895,  gave  up  total  hysterectomy 
for  Kelly's  method,  which  operation  he  performed  46  times, 
and  then  returned  to  total  hysterectomy,  and  said  in  a  letter 
addressed  to  me,  November  6,  1897  :  ''  1  am  a  strong  ad- 
vocate of  total  extirpation  in  place  of  the  supra-vaginal 
operation  as  now  performed  by  the  majority  of  operators." 

Dr.  J.  F.  W.  Ross,  of  Toronto,  Can.,^  says  :  "  I  carried 
out  the  procedure,  November  3,  1891 ;  Dr.  Eastman,  of 
Indianapolis,  was  the  only  operator  on  this  continent  who 
had  previous  to  that  date  performed  the  operation  of  total 
extirpation  of  the  uterus  for  the  removal  of  a  large  fibroid 
tumour  by  this  or  similar  methods."*  Dr.  Ross,  reading 
the  reports  as  they  appeared,  could  easily  come  to  that  con- 
clusion. Dr.  Ross  has  done  beautiful  work  in  this  depart- 
ment of  surgery.  In  his  letter  of  November  13,  1897,  he 
says  :  ''  I  have  had  a  large  experience  with  the  operation  of 
oophorectomy  for  the  relief  of  patients  suffering  with  fibroid 
tumours.  I  have  case  after  case  in  which  the  tumour  has 
most  marvellously  and  mysteriously  melted  away  after  the 
removal  of  the  ovaries.  For  a  time  little  haemorrhages  may 
occur,  but  after  this  all  goes  well." 

Knowsley  Thornton  says  :  "  Bardenheuer  and  Eastman 
deserve  the  chief  credit  for  the  operation  of  complete 
extirpation."  What  does  our  author  wish  us  to  gather  from 
this  ?  We  know  that  Charles  Clay  did  total  hysterectomy 
for  fibroid  nearly  forty  years  before  Bardenheuer ;  we  know 
also  that  the  method  that  is  now  generally  pursued  in 
performing  the  operation  for  total  hysterectomy  for  fibroids 


"  Can.  Medical  Review^  February,  1897,  p.  40. 

•  "  System  of  Medicine,"  CliflTord  AUbutt  and  Wm.  Playfair,  1896,  p.  627. 
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is  not  Bardenheuer's  method,  or  the  one  he  used,  but  is  the 
one  I  proposed  before  the  New  York  Pathological  Society, 
November  23,  1887.  It  must  have  its  advantages,  for  it  was 
the  method  that  was  accepted  and  carried  out  by  so  excellent 
a  surgeon  as  Dr.  Joseph  Eastman.  As  the  author  says  : 
"  The  latter  operator  (Eastman)  performed  the  operation  in 
two  stages ;  first  he  removed  the  uterus  and  tumours  as  in 
ordinary  supra-vaginal  hysterectomy,  then  he  removed  the 
cervical  stump."  Dr.  Eastman^  gives  his  own  procedure  as 
follows :  "  The  tumour  was  lifted  forward  out  of  the 
abdomen.  With  an  elastic  rubber  tubing  I  encircled  the 
tumour  below  the  point  where  it  was  deemed  best  to  sever 
it.  I  enucleated  nodular  masses  from  beneath  the  ligature. 
My  staff  (some  would  prefer  to  do  without  the  staff)  was 
then  passed  into  the  vagina ;  I  was  enabled  to  extirpate  the 
cervix  without  interfering  with  the  ureters." 

Knowsley  Thornton  in  the  same  article  makes  the  fol- 
lowing statement  in  regard  to  Chrobak,  saying  :  "  Chrobak, 
a  close  follower  of  Eastman,  has  been  most  successful 
with  his  cases  of  complete  extirpation.  Early  in  1891  he 
reported  a  series  of  17  successful  cases  by  this  method." 
Dr.  Florian  Krug*  makes  the  statement  that  Chrobak  per- 
formed  17  total  hysterectomies. 

Dr.  Chrobak's  cases  were  not  total  hysterectomy  or 
complete  extirpation  of  the  uterus.  Pozzi'  gives  Chrobak's 
method,  saying :  "  He  shells  out  the  uterus  from  its 
peritoneal  covering,  resets  it  as  low  as  possible,  so  as  to 
leave  in  situ  no  more  than  a  ring  of  the  cervix,  and  on  this 
he  fixes  the  two  lips  of  the  peritoneal  serous  membrane." 

Chrobak's  technique  is  further  reported  in  an  editorial 
in  Annals  of  Gyncecology,  1892-93,  page  278  :  "The  im- 
proved method  of  Chrobak  consisted  in  ligaturing  the 
ovarian  and  uterine  arteries,  section  of  the  cervix  just  above 


'  Medical  News^  August  i,  1891. 
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its  vaginal  junction,  cauterisation  of  the  cervical  canal 
with  dilatation  of  the  latter,  and  the  passage  of  an  iodoform 
wick  through  it  into  the  vagina."  Chrobak  called  this 
method  the  retro-peritoneal  treatment  of  the  stump.  Chro- 
bak, in  a  report  of  his  case,^  saj^  "he  does  not  open  the 
vagma  but  leaves  a  quite  shallow  cervical  stump  behind, 
which  he  covers  with  a  peritoneal  sheet  from  both  sides." 

Pozzi  calls  Chrobak's  method  "an  interesting  modifi- 
cation of  Bardenheuer."  Is  it  not  rather  a  modification  of 
Charles  Clay's  operation  of  1863,  in  which  Clay  says  he 
placed  a  ligature  just  immediately  above  the  plane  of  the 
OS ;  or  after  T.  A.  Emmett  in  1884,  Dudley's  in  1884,  or 
Eastman's  in  1887,  Goffe's  in  1888,  Polk's  in  1889,  Bear's  in 
1897  ?  Good  and  excellent  work  has  been  accomplished  by 
all  the  varieties  of  this  same  method,  that  is,  leaving  a  small 
portion  of  the  cervix. 

Of  Eastman's*  case.  May  10,  1887,  he  says:  "A  strong 
elastic  was  thrown  around  the  pedicle  as  low  as  the  vaginal 
attachments,  and  then  the  pedicle  was  severed  between  the 
clamp  and  the  ligature.  A  conical  shaped  piece  of  tissue 
was  cut  out  of  the  stump.  A  cautery  iron  at  blood  heat  was 
three  times  passed  through  the  cervical  canal ;  a  dressing 
forceps  was  passed  through  after  the  cautery  by  the  aid  of 
which  a  rubber  tube,  as  large  as  the  little  finger,  was  dragged 
up  to  within  a  half-inch  of  the  free  peritoneal  surface."  Dr. 
Eastman  said, "  I  should  use  the  same  method  again,  includ- 
ing drainage,  not  only  because  the  results  were  good  in  this 
case,  but  because  I  believe  that,  when  it  can  be  done,  it  is 
the  ideal  method." 

Prof.  W.  M.  Polk,  before  the  New  York  Obstetrical 
Society,  May  21,  1889,  proposed  "  a  new  method  of  treating 
the  pedicle  in  supra-pubic  hysterectomy  for  uterine  fibroids 
and  procidentia,"  remarking  that  "  Dr.  Dudley  (A.  P.)  had 

»  "Zur  Exslirpatio  Uteri  Myoma,"  Centralb,  /  Gyn.^  1891,  No.  35, 
p.  713. 
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done  an  operation  very  much  like  it.  He  cut  the  cervix  off 
lower  than  I  do — so  low  that  it  could  be  dilated  subse- 
quently for  drainage."  (Dr.  Dudley  left  three-fourths  of 
an  inch  of  the  cervix.) 

Pozzi  further  says  in  his  work  that  Dr.  Boldt  {Centr. 
f.  Gyn.,  1890,  No.  38,  p.  683)  "  has  in  three  cases  followed 
Bardenheuer's  method  with  this  peculiarity,  namely,  he 
removed  the  cervix  through  the  vagina."  When  Dr.  Boldt 
presented  his  first  cases,  November  5,  1889,  he  said  :  "  The 
method  consists  in  first  opening  the  abdomen,  turning  out 
the  tumour  with  the  uterus.  .  .  .  The  remainder  of  the 
uterus  is  then  removed  as  in  vaginal  hysterectomy,  or  as 
was  said  in  Centr.  /.  Gyn.,  1890,  No.  36,  p.  683,  he  tied  the 
pedicle,  cut  the  uterus  off,  then  removed  the  rest  through 
the  vagina — trug  den  uterus  ab  und  ent  ferrte  dann  den  rest 
des  collum  durche  die  Schiede."  This  is  not  following 
Bardenheuer's  method.  Besides,  at  this  time  Dr.  Boldt  did 
not  know  of  Dr.  Bardenheuer's  work  in  total  hysterectomy. 
Dr.  Boldt,  in  1892,*  before  the  American  Gynaecological 
Society,  used  this  expression  :  "The  pioneer  in  this  work 
was,  I  believe.  Dr.  Jones,  who  performed  the  first  combined 
operation,"  and  in  1893  Dr.  Boldt  said,  in  his  address  before 
the  same  society :'  "  Dr.  Mary  Jones,  of  Brooklyn,  per- 
formed the  first  complete  extirpation  of  the  uterus  for 
myoma  February  16,  1888,  publishing  it  in  the  New  York 
Medical  journal,  August  25  and  September  i,  1888."  Dr. 
Boldt  certainly  would  not  have  made  this  statement  if  he 
had  known  of  Dr.  Bardenheuer's  work,  or  was  conscious 
of  following  his  methods.  Even  at  the  meeting  of  the 
Academy  of  Medicine,  March  28,  1895,  when  Dr.  E.  W. 
Gushing,  of  Boston,  read  his  paper  on  "The  Evolution 
in  America  of  Abdominal  Hysterectomy  and  Total  Extir- 
pation of  the  Uterus,"  and  when  were  present  many 
eminent  surgeons    from    New    York,   Boston,  and   Phila- 

*  Trans.,  1892,  p.  251. 

*  Gyn.  Trans.,  1893,  P*  240. 
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delphia,  probably  in  all  that  vast  assembly  of  learned  men 
there  was  not  one  who  knew  of  Dr.  Bardenheuer's  woiic 
in  total  hysterectomy  for  fibroids  except  Dr.  H.  J.  Garrigues, 
the  cosmopolitan  devourer  of  books--and  maker  of  them. 
To  all  others  it  was  a  sealed  volume.  That  evening  1 
believe  Dr.  Garrigues  went  to  that  meeting  intending  to 
speak  of  Dr.  Bardenheuer's  work,  and  probably  had  Dr. 
Bardenheuer's  pamphlet  in  his  pocket,  but  as  in  a  subse- 
quent conversation  with  me  he  incidentally  remarked,  ''  I 
looked  around  and  saw  you,"  so  probably  his  kindly 
generosity  from  his  standpoint  prevented  him  so  suddenly 
breaking  the  illusion,  and  throwing  the  credit  of  this  new 
procedure  on  his  own  nationality. 

Soon  after  the  above-mentioned  meeting  at  the  Academy 
of  Medicine,  Dr.  Garrigues  kindly  informed  me  of  Dr. 
Bardenheuer's  work  in  this  respect,  and  in  an  article  in 
the  Medical  Record^  August  24,  1895,  p.  260,  I  acknowledged 
the  same. 

A  few  days  after  the  meeting  at  the  Academy  of 
Medicine,  1  wrote  Dr.  Garrigues  asking  the  loan  of  this 
book  that  told  of  Dr.  Bardenheuer's  operations.  Dr. 
Garrigues  replied  that  he  had  sent  it  to  Dr.  Gushing  in 
Boston,  so  at  that  time  I  suppose  Dr.  Gushing  introduced 
the  facts  into  his  paper ;  at  least,  when  Dr.  Gushing  read  his 
paper  before  the  Academy  of  Medicine,  March  28,  1895, 
so  far  as  I  could  hear  these  facts  were  not  mentioned.  I 
did  not  have  the  opportunity  or  time  to  examine  Dr. 
Bardenheuer's  book  until  the  summer  of  1897,  when  Dr. 
Garrigues  kindly  loaned  me  the  volume.  Still  the  point  I 
was  referring  to  was  that  Dr.  Boldt  did  not  do  his  opera- 
tions of  total  hysterectomy  for  fibroids  by  what  is  known 
as  Dr.  Bardenheuer's  method.  Dr.  Boldt  gives  the  follow- 
ing description  of  his  procedures  '}  "  A  rubber  ligature  was 
placed  below  the  tumours  on  the  cervix,  the  uterus  was 
amputated  above  this  ligature  and  the  abdominal  wound 
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closed.  After  this  the  patient  was  put  into  a  position  for 
vaginal  hysterectomy ;  the  cervix  was  grasped  by  a  volsella 
forceps  and  the  bladder  separated  anteriorly ;  the  cul-de-sac 
was  also  opened  posteriorly,  and  two  forceps  on  either  side 
secured  the  broad  ligaments.  A  few  haemostatic  forceps 
were  necessary  to  secure  some  of  the  smaller  bleeding 
points.  After  the  cervix  had  been  cut,  a  strip  of  an  iodo- 
form gauze  was  introduced  for  drainage.  Time  of  opera- 
tion forty  minutes.  The  vaginal  wound  closed  on  the 
tenth  day.  On  the  nineteenth  day  after  the  operation  the 
patient  able  to  be  up,  and  four  weeks  after  attended  to  all 
her  household  duties  with  comfort." 

This  method,  as  given  above  by  Dr.  Boldt,  is  substan- 
tially the  method  that  I,  with  the  assistance  of  Dr.  Chas. 
N.  D.  Jones,  carried  out  in  our  first  experimental  procedure 
February  16,  1888.  Still  no  doubt  there  will  be  many  and 
great  improvements  made  in  the  technique  of  this  operation.^ 

Dr.  Bardenheuer  says  of  his  method  in  his  first  case  of 
total  hysterectomy  :  "  The  uterus  is  seized  with  forceps,  a 
small  transverse  incision  made  between  the  bladder  and 
anterior  lip  of  the  cervix  opens  the  vaginal  vault.  In  a 
similar  manner  the  posterior  vaginal  vault  is  opened  from 
Douglas'  pouch."  Dr.  E.  W.  Gushing,  in  his  above-men- 
tioned paper,  says  :  "If  we  read  to-day  the  masterly  descrip- 
tion of  Bardenheuer,  and  study  his  method  of  performing 
total  abdominal  extirpation,  we  find  little  to  alter  or 
improve,  except  (i)  we  would  raise  the  pubis  somewhat 
higher ;  (2)  would  cleanse  the  vagina  and  the  uterine 
cavity  more  thoroughly  before  operation  ;  (3)  would  avoid 
the  use  of  2  per  cent,  carbolic  solution  in  the  abdominal 
cavity,  and  (4)  would  drain  with  iodoform  gauze  instead  of 
a  rubber  tube  and  the  catgut  net." 

'  Probably  I  might  have  made  some  had  I  not  been  interrupted  in 
my  surgical  work  by  one  of  the  most  cruel  and  deadly  persecutions  that 
ever  befell  man  or  woman.  It  was  from  only  a  few,  a  mere  handful  in 
that  city  of  Brooklyn.  The  first  men  there,  as  did  other  great  and  noble 
men  of  the  profession,  stood  by  me,  and  for  right  and  justice. 
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It  will  be  noted  that  in  Dr.  Bardenheuer's  above-de- 
scribed method  of  his  first  case  of  total  hysterectomy  for 
fibroid,  that  he,  Dr.  Bardenheuer  was  managing  a  uterus 
not  enlarged^  and  having  only  a  pedunculated  fibroid.  His 
method,  as  he  states  it,  will  do  very  well  under  such  cir- 
cumstances, and  may  also  be  utilised  in  cases  where  the 
abdominal  tumour  is  comparatively  small,  but  when  the 
uterus  is  much  enlarged  by  an  intermural  fibroid  this 
method  becomes  exceedingly  difficult,  in  many  cases  fosi- 
lively  objectionable f  and  in  some  impossible.  Dr.  Barden- 
heuer seems  to  have  rounded  his  technique  from  Freund's 
method  of  delivering  a  small  cancerous  uterus. 

We  can  see  at  once  that  when  an  intermural  tumour  is 
large  it  necessarily  would  interfere  with  the  easy  handling 
of  the  uterus  in  separating  from  above  the  vaginal  attach- 
ments, and  would  not  only  increase  the  difl&culties,  but 
might  seriously  complicate  the  operation.  With  such  a 
tumour  as  my  first  case  of  total  hysterectomy,  thirteen  and 
a-half  pounds  intermural  fibroid,  besides  small  peduncu- 
lated fibroids,  the  pedicle  itself  measuring  four  and  one-half 
inches  in  diameter,  and  closely  packed  down  to  the  cervix 
with  nodular  fibroma,  then  the  sudden  and  great  enlarge- 
ment of  the  abdominal  tumour — ^with  these  conditions  it 
would  have  been  next  to  impossible  to  have  followed  the 
plan  Bardenheuer  carried  out  in  his  operation  for  his  first 
case  of  total  hysterectomy  for  fibro-myomata.  Apparently 
the  most  feasible  method  was  the  course  I  pursued,  first  to 
remove  the  large  abdominal  tumour.  After  this,  holding  the 
pedicle,  I  attempted,  from  above,  to  separate  the  vaginal 
attachments.  But  with  the  large  size  of  the  pedicle  even 
this  seemed  impossible ;  so  immediately  I  proceeded  as  in 
colpo-hysterectomy,  still  such  was  the  size  of  the  cervical 
mass  that  I  had  finally  to  remove  it  through  the  abdominal 
incision. 

To  separate  first  the  enlarged  abdominal  tumour  I  believe 
in  many  cases  is  a  necessity  ;  and  generally,  except  in  small 
growths,  is  a  better  and  a  safer  method.    After  removing 
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the  abdominal  tumours  we  can  more  easily  and  more 
rapidly  proceed  with  the  work  of  removing  the  cervix ;  as 
Professor  L.  A.  Stimson  said  :  "  It  facilitates  the  removal 
of  the  latter"  ;  or  as  Dr.  Rufus  B.  Hall  well  puts  it :  "The 
upper  portion  cut  away  gives  more  working  room."  Mr. 
F.  Bowreman  Jessett^  expresses  the  same  idea,  saying :  "  If 
the  tumour  is  small  it  can  be  done  by  one  operation,  if 
large  the  combined  abdominal  and  vaginal  method  could 
be  employed."  Dr.  Edebohls*  says  :  "  If  the  tumour  extends 
above  the  umbilicus,  weighing  more  than  about  four  kilo- 
grams, pass  a  rubber  ligature  about  the  cervical  part, 
amputate  the  bulk  of  the  tumour,  &c." 

Removing  first  the  abdominal  tumour  does  not  neces- 
sarily lengthen  the  operation,  nay,  in  many  ways  shortens 
it.  While  the  cervix  may  generally  be  removed  through 
the  abdominal  incision,  yet  in  some  complicated  cases  it 
may  be  more  readily  removed  through  the  vagina,  and  even 
that  will  not  necessarily  lengthen  the  operation.  In  one  of 
my  cases  of  total  hysterectomy  for  cancer  (vaginal)  the 
whole  operation  of  removing  the  cancerous  uterus  was  done 
in  fifteen  minutes,  and  the  patient  made  an  excellent 
recovery.  Dr.  Boldt'  says  of  one  of  his  cases  of  hysterec- 
tomy for  fibro-myomata  :  "  The  cul-de-sac  was  opened  very 
rapidly,  requiring  but  a  few  moments ;  the  adhesions  and 
attachments  of  the  bladder  were  soon  loosened  and  the 
operation  shortly  completed." 

As  an  indication  that  the  above-mentioned  method  is  a 
better  procedure,  it  was  the  plan  adopted  by  the  eminent 
surgeon.  Dr.  L.  A.  Stimson,  in  his  first  case  of  total  hysterec- 
tomy for  fibroid,  November,  1888,  and  reported  in  the  New 
York  Medical  journal,  January,  1889,  p.  277.  He  says  "  He 
proceeded  at  once  to  tie  the  uterine  arteries.  The  uterus 
had  been  drawn  out  through  the  abdominal  wound  and  the 

»  Brit.  Gyn.  Journal,  May,  1893,  p.  89. 

*  Am.  Jour,  of  ObsteL^  1893,  vol.  xxviii.,  p.  606. 

*  Meeting  of  the  New  York  Obstet  Soc,  November  5,  1889, 
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organs  severed  just  above  the  cervix,  thus  facilitating  .the 
subsequent  removal  of  the  latter.  This  had  been  effected  by 
lifting  it  with  a  volcella,  while  a  hole  was  made  with  a  blunt 
instrument  through  the  vagina  anteriorly  and  by  cutting 
around  it  with  scissors." 

Dr.  Bardenheuer,  in  his  second  case  of  total  hysterectomy 
for  fibroids,  changed  his  technique,  as  he  states  :  *'  First  the 
cervix  was  cut  around  from  the  vagina  and  the  skin  of  the 
vagina  separated  from  it ;  after  the  vagina  is  tamponned  with 
a  sponge,  the  opening  of  the  peritoneal  cavity  is  performed 
by  a  cut  reaching  from  the  navel  to  the  symphysis  pubis. 
.  .  .  The  appendages  are  then  removed,  and  now,  says 
he,  **  The  uterus  is  successively  loosened  and  removed  with 
the  tumour." 

By  this  method  Dr.  Bardenheuer  performed  his  second, 
third,  and  fourth  cases  of  total  hysterectomy  for  fibroid. 
Still  I  cannot  but  see  that  opening  first  the  vagina,  before 
being  assured  of  the  condition  of  the  abdominal  tumour  and 
abdominal  organs,  puts  one  in  a  position  to  be  surprised  by 
great  and  unexpected  difficulties  and  to  have  a  possible 
defeat ;  but  principally  this  mode  of  procedure  does  not 
seem  best  for  the  welfare  of  the  patient. 

When  Dr.  Bardenheuer  did  his  first  total  hysterectomy 
(1881)  he  did  not  seem  in  any  way  to  have  emphasised  the 
operation  or  called  attention  to  it  as  a  desirable,  or  speak  of 
it  as  a  new,  procedure.  It  did  not  come  to  him  as  an  in- 
spiration, as  a  great  original  thought ;  he  was  but  following 
naturally  and  tentatively  in  his  accustomed  metl^od  of  doing 
Freund's  operation.  This,  to  come  as  an  original  thought, 
would  fill  the  whole  soul  with  enthusiasm,  energy,  and  joy, 
and  zeal  to  make  known  the  better  way.  To  Chas.  Clay 
belongs  the  clear  broad  conception  of  first  doing  total  hys- 
terectomy for  fibroids ;  and  even  Freund,  in  1878,  probably 
took  from  Clay's  work  his  idea  of  removing  through  the 
abdominal  cavity  a  cancerous  uterus. 

When  1  presented  the  subject  of  total  hysterectomy  for 
fibroids  to  the  New  York  Pathological  Society,  November  23, 
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1887,  and  in  1888  presented  the  same  society  a  thirteen  and 
a-half  pound  tumour  removed  by  pan-hysterectomy,  I  spoke 
of  it  as  being  a  new  procedure,  and  that  it  had  never  before 
been  done  or  even  suggested.  Just  previously  I  had  spent 
some  months  in  Europe,  had  seen  many  of  the  great 
operators  there,  Savage,  Tait,  Bantock,  Martin,  Schroeder, 
Leopold,  Billroth,  Winckel,  P^an,  and  many  others,  and  had 
seen  hysterectomy  done  for  fibroids  repeatedly,  but  total 
hysterectomy  for  fibroids  was  not  mentioned  by  any  one  or 
apparently  thought  of.  The  question  which  filled  the  whole 
horizon  was,  "the  disposition  of  the  pedicle."  I  had  also 
seen  the  work  of  many  of  our  best  surgeons  in  this  depart- 
ment in  this  country ;  it  was  never  in  any  way  hinted  at,  and 
so  far  as  I  had  read  medical  journals  I  had  never  seen  it 
mentioned ;  yet  I  confess  I  had  not  read  medical  literature 
as  much  as  I  wanted  and  longed  to  do,  for  my  thoughts  and 
anxieties  were  entirely  absorbed  in  my  practice,  private  and 
hospital;  still,  as  far  as  I  had  read,  I  had  never  seen  a 
reference  or  an  allusion  to  this  method.  I  was  in  Strasburg, 
had  there  the  pleasure  of  meeting  Freund,  saw  his  dismal 
hospital  apartments,  but  did  not  see  any  of  his  operations, 
nor  did  I  have  any  desire  to  see  them.  I  saw  Hegar 
do  some  operations,  and  also  had  the  pleasure  of  meeting 
Kc3eberle. 

Pozzi^  says  further:  "T.  J.  Crawford  (Am.  Jour,  of 
ObsteL,  May,  1889,  p.  500)  believes  he  has  invented  the 
method,  and  calls  it  a  new  method  of  performing  hysterec- 
tomy." Everyone  has  a  right,  and  what  is  done  belongs 
equally  to  all.  We  are  very  glad  for  Dr.  Crawford  to  bring 
any  new  light,  as  Goethe  says,  "Light,  more  light  still." 
Yet  when  Dr.  Crawford's  paper  first  appeared,  I  wrole  in 
the  New  York  Medical  Record,  September  6,  1890 :  "  Dr. 
T.  J.  Crawford,  of  Memphis,  Tenn.,  sends  a  communication 
to  the  Am.  Jour,  of  ObsteL,  May,  1889,  entitled,  'New 
Method  of  performing  Hysterectomy.'  "    He  says  :  "  I  long 

»  Vol.  i.,  p.  382. 


564  Original  Communications. 

for  something  simple ; "  and  adds  :  "  I  propose  complete 
removal  of  the  womb  as  against  all  other  methods  of 
performing  hysterectomy." 

It  delights  me  to  know  that  Dr.  Crawford  so  entirely 
approves  of  my  procedure,  though  he  made  no  reference  in 
any  way  to  me  or  my  work.  It  is  also  pleasant  to  see  the 
similarity  in  thought,  as  may  be  noticed  in  the  following 
quotations  from  my  paper,  November  23,  1887,  and  from 
Dr.  Crawford's  article,  May,  1889  : — 

"In  both  methods  of  operation,  extra-peritoneal  or  intra- 
peritoneal, the  stump  is  the  source  of  most  of  the  danger  " 
(Jones). 

"  All  will  agree  that  the  pedicle  is  a  source  of  danger,  it 
matters  not  where  it  may  be  placed  "  (Crawford). 

"What  is  the  good  of  preserving  the  stump  intra-  or 
extra-  peritoneally  ?  It  can  be  of  no  service,  but  may  do 
much  damage  "  (Jones). 

"Just  what  good  this  cervical  stump  can  do  I  am  unable 
to  appreciate,  and  just  what  harm  would  accrue  from  its 
total  ablation  I  am  unable  to  divine"  (Crawford). 

I  then  give  in  order  the  following  reasons  why  the 
stump  should  be  removed.  Dr.  Crawford  gives  in  order 
"the  advantages,"  and  by  a  singular  coincidence  the  four 
"  reasons  "  and  four  "  advantages  "  have  a  great  similarity, 
and  even  corresponding  numbers. 

(i)  "  Removing  the  stump  very  much  shortens  the  opera- 
tion "  (Jones). 

(i)  "Takes  less  time  to  do  the  operation  "  (Crawford). 

(2)  "There  will  be  less  shock.  Certainly  to  cut  through 
such  an  organ  as  the  uterus  causes  more  profound  shock 
than  severing  the  vaginal  membrane  "  (Jones). 

(2)  "  There  is  less  shock  after  cutting  vaginal  than  after 
cutting  uterine  tissue"  (Crawford). 

(3)  "  This  mode  would  very  much  lessen  the  danger  of 
the  operation,  principally  that  it  gets  clear  of  the  stump, 
et  toutes  ses  doulenrs"  (Jones). 

(3)  "It  does  not  leave  a  stump  that  predisposes  to 
haemorrhage  or  infection  "  (Crawford). 
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(4)  "The  patient  would  make  a  more  rapid  recovery" 
(Jones). 

(4)  "It  does  not  give  a  protracted  convalescence" 
(Crawford). 

Dr.  Crawford  adds  as  a  fifth  advantage  that  "the  removal 
of  the  cervix  does  not  leave  a  weakened  abdominal  wall." 
On  this  point  I  am  sorry  to  have  to  disagree  with  Dr. 
Crawford,  for,  whenever  laparotomy  is  performed  the  ab- 
dominal wall  is  unnecessarily  weakened,  and  consequently 
must  give  more  or  less  danger  to  hernia. 

Conclusion, — Our  great  object  in  trying  or  studying  any 
method  is  to  diminish  the  dangers  of  the  operation  and 
lessen  the  suffering  of  the  patient. 
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A   R£sum£  of   Dublin   GYNiECOLOGY   for    the    Year 

1897. 

By  H.  JELLETT,  B.A.,  M.D.,  M.R.C.P.I. 

Assistant  Master  of  the  Rotunda  Hospital^  Dublin. 

As  I  believe  this  is  the  first  occasion  in  which  a  report 
of  Dublin  Gynaecology  has  appeared  in  this  Journal,  it  may 
be  of  interest  to  its  readers  to  have  put  before  them  a  brief 
statement  of  the  number  of  hospitals  in  Dublin  in  which 
gynaecological  cases  are  treated,  of  the  number  of  available 
beds,  and  of  the  number  of  cases  treated  during  the  year. 

The  hospitals  fall  into  two  classes  : — 
A. — Special  hospitals. 
B. — General  hospitals,  with  gynaecological  beds. 

i4. — ^There  are  three  special  hospitals  : — (i)  The  Rotunda, 
with  36  gynaecological  in  addition  to  62  lying-in  beds  ; 
(2)  The  Combe,  with  19  gynaecological  in  addition  to  34 
lying-in  beds ;  (3)  The  National  Lying-in  Hospital,  with  8 
gynaecological  in  addition  to  30  lying-in  beds. 

B. — ^There  are  7  general  hospitals  which  admit  gynaeco- 
logical cases  : — (i)  Mater  Misericordiae,  14  beds  ;  (2)  St. 
Vincent's,  14  beds ;  (3)  Sir  Patrick  Dunn's,  8  beds ;  (4) 
Adelaide,  6  beds;  (5)  City  of  Dublin,  5  beds  ;  (6)  Stephen's, 
3  beds  ;  (7)  Richmond,  Whitworth  and  Hardwicke,  8  beds  ; 
{vide  infra). 

At  first  sight  this  may  seem  an  unduly  large  number  of 
beds  for  a  city  the  siz^  of  Dublin.  It  must,  however,  be 
remembered  that  it  is  not  from  Dublin  alone  and  its  imme- 
diate neighbourhood  that  patients  come,  but  also  from 
practically  the  whole  of  Ireland,  with  the  exception  of  the 
north-east  counties.     In  Belfast  there  is  one  special  hospital 
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for  gynaecological  cases,  and  four  general  hospitals  with 
gynaecological  beds,  making  in  all  a  total  of  59  gynaeco- 
logical beds.  [This  statement  refers  only  to  the  past  year, 
1897.  Two  large  hospitals  are  about  to  open  beds  for 
gynaecological  cases — the  Royal  Victoria,  12  to  15  beds, 
and  the  Mater  Infirmorum,  12  beds.]  In  Cork  there  are 
no  hospitals  entirely  devoted  to  gynaecology,  and  only  a 
few  beds  set  apart  for  that  purpose  in  the  general  hospitals, 
so  that  Dublin  and  Belfast  have  practically  to  provide  beds 
for  the  treatment  of  the  gynaecological  cases  of  the  whole 
country.  It  is  thus  seen  that  the  number  of  beds  is  not 
excessive,  and  if  further  proof  were  wanting,  it  comes  in 
the  fact  that  the  beds  are  always  occupied. 

The  following  table  shows  the  number  of  beds  and  the 
number  of  cases  treated  in  each  of  the  hospitals  mentioned 
during  the  year  1897  : — 


Class 

Name 

Number  of  Gyiueoo- 
logicalBeds 

Number  of  GyiuBcological 
Cases  treated,  1897 

A,  ... 

(1)  Rotunda           

(2)  Combe 

(3)  Holies  Street     

36 
1 

546 
207 

B.    ...   ■ 

(1)  Mater  Misericordise     ... 

(2)  St.  Vincent's     

(3)  Sir  P.  Dunn's 

(4)  Adelaide           

(5)  City  of  Dublin 

(6)  Stephen's          

(7)  Richmond,  &C. 

14 
14 

8 
6 
5 

about  aoo 
128 

69 

••• 
28 

33 
12 

*  The  gynaecologist  can  borrow  beds  from  the  surgeons  when  required. 

The  next  table  shows  the  number  of  major  and  minor 
operations  which  have  been  performed  during  the  year. 
Under  the  term  major  operations  are  included  all  cases 
in  which  the  peritoneal  cavity  was  opened  either  by  the 
abdominal  or  vaginal  route.  Under  the  term  minor  opera- 
tions are  included  all  such  cases  as  curettage,  perinaeorrhaphy, 
trachelorrhaphy,  colporrhaphy,  cervical  amputation,  and  the 
removal  of  small  growths  from  the  genital  tract. 
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In  discussing  the  nature  of  the  operations  I  propose  to 
take  each  hospital  separately. 


Class 

Hospital 

Migor  Operations 

Minor  Opcfatkns 

A.   ... 

(i)  Rotunda 

(21  Co&ibe       

(3)  National 

n 

334 

47 

B,   ...  . 

(i)  Mater  Misericordiae         

(a)  Sl  Vincent's        

(31  Sir  P.  Dunn's       *. 

(41  Adelaide 

51  City  of  Dublin     

6)  Stephen's 

(7)  Richmond,  &C.     

10 

2 
4 
4 

2 

S 

29 

9 

A.  (i)  Rotunda  Hospital. — ^This  hospital  contains  36  beds 
appropriated  to  gynaecological  cases,  in  addition  to  62  mid- 
wifery beds. 

During  1897,  546  patients  were  treated ;  70  major  opera- 
tions were  performed,  out  of  which  number  7  patients 
died,  and  334  minor  operations,  out  of  which  number  i 
patient  died. 

The  major  operations  were  as  follows : — (i.)  15  ovari- 
otomies (13  cystic,  2  solid)  with  i  death  ;  (ii.)  15  salpingo- 
oophorectomies  for  salpingitis,  pyo-  and  hydro-  salpingitis, 
with  I  death ;  (iii.)  6  removals  of  appendages  for  ruptured 
tubal  pregnancy  or  haemato-salpinx ;  (iv,)  9  pan-hysterec- 
tomies for  myoma  with  2  deaths ;  (v.)  3  myomectomies ; 
(vi.)  I  abdominal  coeliotomy  for  septic  peritonitis,  died; 
(vii.)  3  abdominal  abscesses  opened,  i  death ;  (viii.)  2 
exploratory  abdominal  coeliotomies  ;  (ix.)  4  ventral  hernia ; 
(x.)  I  abdominal  coeliotomy  to  break  down  retro-uterine 
adhesions ;  (xi.)  i  vaginal  hysterectomy  for  myoma  by 
morcellement ;  (xii.)  2  vaginal  hysterectomies  for  carcinoma 
of  cervix,  i  death  ;  (xiii.)  2  colpotomies  for  vaginal  fixation 
of  uterus,  radical  cure  of  prolapse  ;  (xiv.)  3  colpotomies  for 
removal  of  diseased  ovaries  ;  (xv.)  3  exploratory  colpoto- 
mies. 
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Seven  patients  died.  Of  these  i  (vi.)  was  admitted  with 
general  septic  peritonitis  resulting  from  a  septic  ulcer  on 
the  cervix,  of  a  prolapsed  uterus.  One  (ii.)  died  after  an 
operation  for  pyo-salpinx  of  intestinal  obstruction  due  to 
the  kinking  of  the  bowel  by  an  adhesion.  One  (i.)  died 
of  septic  pneumonia  after  an  ovariotomy.  Two  cases 
(iv.)  died  after  pan-hysterectomy,  one  of  complete  intestinal 
paralysis,  the  other  from  collapse  during  the  operation. 
This  last  case  was  admitted  in  a  condition  of  great  debility 
from  severe  menorrhagia.  The  operation  was  postponed 
for  several  weeks  to  allow  her  to  recover  her  strength  as 
far  as  possible ;  as,  however,  she  did  not  improve  and  as  the 
menorrhagia  could  not  be  lessened,  it  was  decided  to  give 
her  the  chance  of  an  operation.  One  patient  (vii.)  died  of 
tubercular  peritonitis.  On  admission  she  had  a  large  abscess 
filling  the  lower  part  of  the  abdomen,  the  opening  of  which 
caused  a  marked  improvement  in  her  condition  for  a  time. 
The  abscess  cavity  did  not,  however,  close,  her  tempera- 
ture gradually  rose  again,  and  she  died  of  exhaustion  about 
four  weeks  after  the  operation.  At  the  post-mortem  ex- 
amination the  abscess  was  found  to  have  formed  round  the 
abdominal  ostium  of  a  tuberculous  tube,  and  a  similar  but 
smaller  collection  of  pus  was  found  round  the  ostium  of 
the  other  tube.  At  the  operation  a  piece  of  the  small 
intestine,  which  was  firmly  adherent  to  the  abdominal  wall, 
was  cut  into.  It  was  immediately  sutured  and  united 
perfectly,  in  spite  of  the  fact  that  pus  was  flowing  freely 
over  it  from  the  abscess  sac. 

One  case  of  vaginal  hysterectomy  for  carcinoma  (viii.) 
died,  with  partial  suppression  of  urine.  At  the  autopsy 
she  was  found  to  have  granular  kidneys  of  an  advanced 
degree.  There  was  also  a  considerable  amount  of  sloughing 
of  the  tissues  at  the  seat  of  operation.  The  ureters  had 
not  been  damaged.  In  one  patient  an  intra-  and  extra- 
uterine pregnancy  were  found  to  co-exist.  The  latter  was 
removed  by  abdominal  coeliotomy,  and  the  patient  made 
a  good  recovery;  eight  weeks  after  the  operation  she  was 
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delivered  of  a  six  months'  foetus,  which  did  not  survive  its 
birth. 

Three  hundred  and  thirty-four  minor  operations  were 
performed  and  of  these  i  patient  died.  This  was  a  simple 
case  of  curretting  for  endometritis,  and  by  some  most 
disastrous  accident  the  patient  got  acute  sepsis. 

A  very  unusual  case  of  vaginal  haematoma  was  operated 
upon.  The  patient,  who  was  nearly  nine  months'  pregnant, 
was  admitted  from  the  country  with  a  dark  purple  mass 
protruding  from  the  vagina.  It  measured  about  four  inches 
in  length  by  two  inches  from  side  to  side,  and  was  com- 
mencing to  slough.  It  was  formed  by  the  posterior  x'aginal 
wall,  beneath  which  a  vessel  had  ruptured.  The  blood 
clotted  and  by  its  weight  caused  the  wall  to  prolapse 
through  the  vulva  as  a  rectocele,  whilst  at  the  same  time 
the  pressure  of  the  coagulum  cut  off  the  blood  supply.  The 
tumour  was  removed  and  the  edges  of  the  vagina  brought 
into  apposition  with  sutures.  The  patient  was  confined  a 
fortnight  afterwards  without  further  trouble.  For  the  other 
minor  operations  vide  infra. 

(2)  Combe  Hospital. — This  hospital  contains  19  gynae- 
cological in  addition  to  34  lying-in  beds.  The  work  done 
in  it  during  1897  was  very  much  below  the  average,  as 
the  greater  number  of  the  wards  were  closed  for  nearly  six 
months  for  the  purpose  of  painting. 

The  total  number  of  patients  admitted  ^^'as  207.  Six 
major  operations  were  performed,  consisting  of  the  follow- 
ing : — (i.)  I  removal  of  both  ovaries  for  dermoid  cysts  ;  (ii.) 
I  abdominal  hysteropexy  for  prolapsus  uteri;  (iii.)  i  pan- 
hysterectomy for  myoma  uteri ;  (iv.)  i  abdominal  cceliotomy 
for  tubercular  peritonitis ;  (v.)  i  double  oophorectomy  for 
myoma  uteri ;  (vi.)  i  radical  cure  of  umbilical  hernia.  All 
the  patients  recovered. 

Forty-seven  minor  operations  were  performed,  all  of 
which  recovered  (vide  infra). 

(3)  The  National  Lying-in  Hospital  contains  8  beds  for 
gynaecological  cases.  I  regret  that  I  cannot  obtain  its 
statistics. 
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B.  (i)  The  Maier  Misericordice  Hospital  contains  14 
gynaecological  beds.  I  regret  that  owing  to  the  illness  of 
the  gynaecologist  I  am  unable  to  obtain  its  statistics.  About 
200  patients  were  treated  during  the  year. 

(2)  St.  Vincent's  Hospital. — The  gynaecological  depart- 
ment of  this  hospital  contains  14  beds,  and  during  the 
year  128  patients  were  treated.  The  gynaecologist  is  cer- 
tainly to  be  congratulated  on  the  results  he  has  obtained,  as 
amongst  45  major  and  65  minor  operations  there  was  no 
mortality.  The  number  of  admittances  is  also  considerably 
diminished  by  the  fact  that  the  hospital  is  only  open  for 
nine  months  of  the  year.  The  major  operations  were  45 
in  number  and  included  : — (i.)  4  retro-peritoneal  hysterec- 
tomies for  myoma ;  (ii.)  I  pan-hysterectomy  for  myoma;  (iii.) 
3  myomectomies ;  (iv.)  2  double  oophorectomies  for  myoma 
uteri ;  (v.)  i  removal  of  broad  ligament  fibro-myoma ;  (vi.) 
22  ovariotomies  (3  solid) ;  (vii.)  4  salpingotomies  for  sal- 
pingitis and  pyo-salpinx ;  (viii.)  i  salpingotomy  for  haemato- 
salpinx ;  (ix.)  i  removal  of  appendix ;  (x.)  i  coeliotomy  for 
ruptured  tubal  pregnancy;  (xi.)  i  radical  cure  of  ventral 
hernia ;  (xii.)  4  exploratory  coeliotomies. 

Sixty-five  minor  operations  were  performed  (vide  infra). 

(3)  Sir  Patrick  Dunn's  Hospital.  —  There  are  8  beds 
set  apart  for  gynaecological  cases  in  this  hospital;  18 
major  operations  were  performed,  and  of  these  two  died. 
They  consisted  of: — (i.)  5  ovariotomies;  (ii.)  2  radical  cures 
of  umbilical  hernia ;  (iii.)  i  nephrectomy  for  suppurating 
kidney  (died) ;  (iv.)  3  salpingo-oophorectomies  (in  i  case 
for  myoma  uteri) ;  (v.)  3  pan-hysterectomies  for  myomata, 
I  died ;  (vi.)  4  vaginal  fixation  of  uterus,  to  cure  retro- 
version. 

In  the  fatal  case  of  nephrectomy  (iii.)  a  large  suppurating 
kidney  was  removed,  from  which  the  patient  had  been 
suffering  for  many  months.  It  was  firmly  adherent  in  all 
directions,  especially  to  the  intestines.  The  patient  never 
rallied  from  the  operation,  and  died  on  the  seventh  day  of 
exhaustion  ;  temperature  sub-normal.  One  case  of  pan- 
hysterectomy   died    of    septic    peritonitis.      The    patient's 
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ovaries  had  been  removed  about  four  months  previously 
with  a  view  to  checking  the  growth  of  the  tumour  and  the 
menorrhagia.  As,  however,  the  latter  continued  very  freely 
it  was  decided  to  remove  the  uterus. 

The  minor  operations  were  84  in  number,  but  amongst 
them  are  included  about  40  cases  which  were  not  admitted 
to  the  hospital  (vide  infra);  all  recovered. 

(4)  Adelaide  Hospital, — ^This  hospital,  which  contains 
6  gynaecological  beds,  is  greatly  hampered  in  its  work  by 
the  fact  that  from  the  nature  of  its  foundation  none  but 
Protestants  can  t>e  admitted.  The  major  operations  per- 
formed were  10  in  number,  all  of  which  recovered.  They 
included: — (i.)  i  ovariotomy ;  (ii.)  2  salpingotomies,  one  for 
pyo-salpinx,  the  other  interstitial  salpingitis  ;  (iii.)  i  anterior 
colpotomy,  partly  exploratory  and  partly  in  order  to  per- 
form vaginal  fixation  of  the  uterus;  (iv.)  2  vaginal  hys- 
terectomies for  myoma  uteri,  by  morcellation ;  (v.)  i  vaginal 
hysterectomy  for  carcinoma  uteri ;  (vi.)  3  cases  of  radical 
cure  of  prolapse  by  vaginal  fixation. 

In  group  (iv.)  the  uteri  were  removed  by  Doyen's 
method  of  morcellation.  The  fragments  of  the  uteri 
weighed  respectively  two  and  three  pounds,  but  as  these 
contained  no  blood  the  original  weight  was  more.  The 
minor  operations  included  the  removal  of  a  sub*mucous 
myoma  by  morcellation  from  the  interior  of  the  uterus,  by 
means  of  a  spoon  forceps  and  scissors  (vide  infra).  All 
the  patients  recovered. 

(5)  ^^(y  ^/  O^blin  Hospital. — In  this  hospital  5  beds 
are  devoted  to  gynaecological  cases ;  28  patients  were 
admitted  during  the  year.  Two  major  operations  were 
performed  : — (i.)  multilocular  ovarian  cyst ;  (ii.)  abdominal 
coeliotomy  for  septic  peritonitis.  The  latter  case  was  ad- 
mitted with  a  temperature  of  ids'*  Fahrenheit.  On  opening 
the  abdomen  a  quantity  of  foetid  gas  and  pus  escaped. 
Both  patients  made  a  good  recovery. 

Eight  minor  operations  were  performed  ;  all  recovered. 

(6)  Stephen's  Hospital. — As  the  total  number  of  beds  at 
the  disposal  of  the  gynaecologist  in  this  hospital  is  very 
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small — 3 — it  is  only  possible  for  him  to  admit  a  corres- 
pondingly small  number  of  patients  during  the  year.  The 
total  number  of  admittances  was  33  and  all  of  these  re- 
quired operation.  Four  major  operations  were  performed, 
consisting  of  : — (i.)  3  ovariotomies ;  (ii.)  i  abdominal 
coeliotomy  for  chronic  peritonitis.  In  the  latter  case  the 
patient  suffered  from  severe  pains  due  to  peri-uterine 
adhesions.  These  were  broken  down  in  great  part,  and 
the  patient  left  the  hospital  with  the  pains  completely  cured. 
All  the  patients  recovered. 

Twenty-nine  minor  operations  were  performed  (vide 
infra),  including^  i  case  of  Alexander's  operation  for  the 
cure  of  chronic  retroversions — an  operation  which  is  unduly 
neglected  in  Dublin.    All  the  patients  recovered. 

(7)  Richmond  Hospital. — In  this  hospital  there  are  no 
beds  exclusively  appropriated  to  gynaecology,  accordingly 
the  gynaecologist  has  to  depend  entirely  on  the  willingness 
of  the  surgeons  to  lend  beds  for  special  cases. 

Twelve  patients  were  admitted  during  the  year.  All 
were  operated  upon  and  all  but  one  recovered.  In  this 
fatal  case  (i.)  abdominal  coeliotomy  was  performed  on 
account  of  a  ruptured  pyo-salpinx.  The  damaged  tube  was 
removed,  but  the  patient  died  from  septic  peritonitis. 

The  other  major  operations  included: — (ii.)  i  exploratory 
abdominal  coeliotomy  ;  (iii.)  i  coeliotomy  for  haematoma  of 
the  broad  ligament;  (iv.)  i  anterior  colpotomy  for  the 
removal  of  a  left-sided  salpingitis  and  ovary  containing  a 
blood  cyst. 

Nine  minor  operations  were  performed ;  two  for  the 
cure  of  vesico-vaginal  fistulae  being  upon  the  same  patient. 
All  the  patients  recovered  (vide  infra). 

It  will  be  seen  from  the  foregoing  tables  that  out  of  159 
major  operations  only  10  deaths  occurred,  and  out  of  576 
minor  operations  only  i  death.  Out  of  these  eleven  deaths, 
four  can  scarcely  be  attributed  to  the  operation ;  viz : — 
A.  (I)  (vi.)  and  (vii.),  B.  (3)  (iii.),  B.  (7)  (i.). 

The  principal  agent  in  the  production  of  this  high  rate 
of  recoveries  is,  I  am  convinced,  to  be  found  in  the  careful 
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asepsis  which  is  observed  in  operating.  As  the  Rotunda 
may  be  not  unjustly  considered  one  of  the  pioneers  of  aseptic 
surgery  in  these  countries,  it  may  be  of  interest  to  describe 
the  precautions  which  are  taken  there  to  ensure  asepsis 
during  operation — precautions  which    are    followed,   with 
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more  or  less  difference  of  detail,  in  the  great  majority  of  the 
other  Dublin  hospitals.  The  operating  theatre  is  divided 
into  two  parts  by  a  large  sheet  of  glass.  The  larger  part  is 
devoted  to  the  gallery  for  the  students,  the  steam  sterilisers 
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and  the  wash  basins.  The  smaller  portion  is  the  operating 
theatre  proper,  and  into  it  are  admitted  only  the  operator, 
his  immediate  assistant,  the  anaesthetist,  and  the  necessary 
nurses.  The  walls  and  floor  of  the  theatre  are  such  that  it 
can  be  completely  washed  out  with  a  hose,  this  being  done 
the  day  before  the  operation.  The  operating  table  used  is 
either  that  designed  by  Martin,  of  Berlin,  or  one  which  is 
capable  of  being  altered  so  as  to  obtain  the  Trendelenburg 
position.  The  instruments  are  sterilised  by  boiling;  the 
towels,  operators'  coats,  dressings,  and  sponges  are  sterilised 
by  steam  in  a  Lautenschlager's  steriliser.  None  but  gauze 
sponges  are  used,  and  when  once  used  are  destroyed.  The 
patient  is  given  a  warm  bath  the  night  previous  to  the 
operation,  the  skin  of  the  abdomen  is  washed  with  soap 
and  water,  then  with  ether,  and  is  finally  covered  with  a 
compress  of  corrosive  sublimate  and  glycerine  i  in  400. 
The  pubis  is  shaved  and,  if  the  uterus  is  to  be  removed, 
the  vagina  is  plugged  with  iodoform  gauze  twice  during 
the  twenty-four  hours  previous  to  the  operation.  The 
morning  of  the  operation  the  vagina  is  douched  in  all 
cases,  and  the  thighs  and  adjacent  parts  are  washed  with 
soap  and  water. 

The  patient  is  anaesthetised  in  a  separate  room,  and  then 
brought  into  the  theatre,  where  a  sterilised  dressing  gown 
is  put  on.  When  on  the  table  the  compress  is  removed, 
and  the  skin  of  the  abdomen  is  again  washed  with  ether, 
followed  by  corrosive  sublimate  solution  i  in  500.  This  last 
washing  is  done  by  the  operator  and  his  assistant. 

The  operator  and  his  immediate  assistants  wash  their 
hands  for  about  ten  minutes  with  soap  and  water  and  a  nail 
brush,  and  then  immerse  them  for  one  or  two  minutes  in 
corrosive  sublimate  i  in  500.  Flushing  out  of  the  abdomen 
is  never  adopted  except  in  cases  of  septic  peritonitis ;  then 
sterilised  water  or  boracic  lotion  is  used.  The  abdominal 
cavity  is  never  drained  unless  septic  matter  has  escaped, 
or  unless  there  remains  a  very  extensive  area  from  which 
general  oozing  is  taking  place.     In  these  cases  a  Miculicz 
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bag  made  of  sterilised  gauze  with  gauze  packing  is  most 
generally  used,  more  rarely  a  simple  gauze  drain.  (In  St. 
Vincent's  Hospital  great  importance  is  attached  to  the 
use  of  normal  saline  solutions  for  flushing  out  the  peri- 
toneal cavity.)  The  dressings  used  for  the  wound  consist 
of  ordinary  sterilised  gauze  sponges,  covered  in  turn  with 
the  so-called  cellulose  dressingwhich  has  also  been  sterilised. 

If  the  temperature  remains  below  ioo°  F.  the  wound  is 
not  dressed  for  a  week,  when  the  stitches  are  removed.  If 
re-dressing  before  this  time  is  necessary,  double  cyanide 
and  sal-alembroth  gauzes  are  used  instead  of  the  sterilised 
sponges. 

It  will  be  seen  that  the  operation  of  vaginal  coeliotomy 
has  not  been  neglected  in  Dublin.  It  is  undoubtedly  an 
operation  which  must  be  taken  into  very  serious  considera- 
tion when  discussing  the  treatment  of  many  cases  of  ovarian 
and  uterine  tumour.  It  is  already  firmly  established  in  the 
case  of  operable  malignant  disease  of  the  uterus,  and 
scarcely  less  firmly  in  the  case  of  myomata  of  a  certain 
size.  Its  value,  as  a  method  of  removing  small  ovarian 
tumours,  is  not  by  any  means  as  generally  conceded 
as  it  ought  to  be,  or,  as  I  think  I  may  say,  as  it  will 
be.  Neither  is  sufficient  importance  attached  to  it  as 
an  exploratory  operation  for  the  purpose  of  diagnosing 
obscure  conditions  of  the  uterine  adnexae.  For  the  removal 
of  the  appendages  its  use  is  limited  to  those  cases  in  which 
the  tumour  is  not  too  large  to  be  brought  intact  through  the 
opening  made  in  the  vaginal  vault,  or  too  solid  or  of  too 
dangerous  contents  to  permit  of  its  size  being  reduced  by 
puncture ;  to  those  cases  in  which  there  are  dense  adhesions 
present,  and  to  those  cases  in  which  the  uterus  can  be 
drawn  sufl&ciently  far  down  to  permit  of  the  necessary 
incision  being  made.  The  size  of  the  vagina  should  also 
be  taken  into  account,  as,  though  the  operation  can  be  per- 
formed in  a  nullipara  it  is  considerably  more  difficult. 

The  treatment  of  myomata  of  the  uterus  is  of  consider- 
able interest,  especially  as  such  great  advances  have  been 


A  Risumi  of  Dublin  GytuBcology,  577 

made  in  it  of  late.  I  t^iink  I  may  say  that  no  single  method 
of  treating  these  dangerous  tumours  is  exclusively  adopted  by 
any  Dublin  gynaecological  surgeons.  Each  case  is  treated 
on  its  own  merits  and  in  the  manner  that  seems  most  suitable 
at  the  time  of  operation.  Extra-peritoneal  treatment  of  the 
stump  has,  however,  been  practically  given  up,  its  place 
being  taken  almost  entirely  by  the  operation  usually  described 
as  pan-hysterectomy.  The  removal  of  the  tumours  per 
vaginam  by  morcellation  is,  in  Dublin  at  least,  usually  limited 
to  cases  in  which  the  tumour  does  not  reach  above  the 
umbilicus.  Though  in  many  cases  a  very  tedious  operation, 
its  advantages  are  great — ^the  entire  absence  of  shock  and 
consequent  rapid  recovery  of  the  patient,  the  fact  that  all 
handling  of  the  intestines  is  absent,  and  the  diminished  risk 
of  septic  infection.  I  have  seen  many  cases  operated  on  in 
this  manner  for  tumours  weighing  from  one  to  three  pounds, 
in  which  the  only  bar  to  allowing  the  patient  to  get  up  on 
the  tenth  day  was  the  fact  that  the  perinaeum  had  been 
divided  in  order  to  enlarge  the  vulvar  opening,  and  that 
further  rest  was  necessary  for  its  complete  union. 

In   conclusion,  I  wish  to  thank  those  gentlemen  who 
have  so  kindly  permitted  me  to  make  use  of  their  statistics. 
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REVIEWS. 

A  Handbook  of  Midwifery.    By  W.  R.  Dakin,  M.D., 
B.S.(LoncL),  F.R.C.P.     Longmans,  Green  &  Co. 

Of  text  books  in  obstetrics  and  gynaecology  there  are 
many,  and  the  student  must  nowadays  have  some  difiEculty 
in  the  matter  of  selection.  We  certainly  hope  that  this 
latest  addition  to  the  literature  of  the  subject  will  not 
escape  his  notice ;  and  if  he  is  not  too  alarmed  at  the 
thought  of  tackling  a  volume  of  600  pages,  he  will  be  amply 
rewarded  by  a  very  careful  perusal. 

We  regret  that  we  cannot  allow  ourselves  the  pleasure  of 
going  through  Dr.  Dakin's  work  at  greater  length,  for  we 
found  ourselves  thoroughly  interested  in  his  style  and  method 
of  writing..  Though  the  number  of  pages  and  the  size  of 
the  type  made  the  book  at  first  seem  perhaps  over-weighted 
in  material,  it  soon  became  clear  that  it  was  really  just  the 
reverse.  Dr.  Dakin  has  occupied  a  very  large  amount  of 
space  with  illustrations — 400  in  all — ^and  nearly  all  of  these 
are  original.  The  advantage  of  this  fact  is  most  striking,  and 
Dr.  Dakin's  facile  pencil  has  enabled  him  to  put  into  his 
illustrations  just  so  much,  and  only  so  much,  as  he  wished, 
and  as  was  necessary  to  make  his  pictures  illuminate  the 
text.  Moreover,  these  illustrations  have  enabled  him  to 
pursue  a  clear  and  succinct  style  with  very  satisfactory 
result.  As  he  runs  through  the  whole  subject  in  this 
volume  there  is  no  need  to  comment  in  detail  on  the 
various  accepted  views  expressed,  to  which  Dr.  Dakin  has 
at  times  added  his  own. 

The  scheme  of  the  book  is  briefly  as  follows : — It  is  divided 
primarily  under  the  headings  of  The  Physiology  and  The 
Pathology  of  Pregnancy  and  Parturition.    The  Physiology 
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is  further  sub-divided  into  the  Physiology  of  Pregnancy^ 
Physiology  of  Labour,  Management  of  Labour,  Physiology 
of  the  Puerperal  Period  and  the  New-born  Child ;  while 
the  Pathological  Section  includes  Pathology  of  Pregnancy, 
Obstetric  Operations,  Pathology  of  Labour,  Pathology  of 
the  Puerperal  Period,  and  Pathology  of  the  New-born 
Child. 

The  portions  which  struck  us  as  most  graphic  are 
those  describing  the  mechanism  of  labour.  The  various 
positions  of  the  head  are  most  clearly  described,  and  such 
stumbling-blocks  to  the  student  as  face  presentations  are 
expounded  in  a  simple,  yet  very  lucid,  manner.  Here  again 
the  illustrations  lend  immense  help.  The  difficulties  that 
not  only  the  beginner  but  also  the  general  practitioner  often 
finds  in  mapping  out  the  position  of  the  foetus  per  hypo- 
gastrium  will  be  considerably  lessened  by  a  careful  study 
of  the  woodcuts  on  pp.  150-152.  We  cannot  remember  to 
have  seen  anything  like  these  in  other  English  text  books. 

Dr.  Dakin,  while  writing  tersely,  has  evidently  done  so 
with  great  care,  so  that  he  is  careful  to  omit  no  details,  while 
avoiding  to  give  them  undue  prominence. 

We  cannot  but  congratulate  Dr.  Dakin  on  his  work,  and 
we  feel  sure  that  it  has  only  to  become  known  to  be  widely 
appreciated. 

A  Practical  Text  Book  of  the  Diseases  of  Women. 
By  Arthur  H.  N.  Lewers,  M.D.Lond.  H.  K.  Lewis. 
Fifth  Edition. 

The  publication  of  a  fifth  edition  of  this  work  shows 
that  Dr.  Lewers  has  found  a  large  demand  for  his  popular 
treatise  on  gynaecology. 

The  scope  of  the  work  is  well  known,  and  remains  much 
the  same  in  this  edition,  though  it  has  been  revised  and 
brought  up  to  date  by  sundry  interesting  additions.  The 
chapters  on  Extra-uterine  Gestation  and  Hysterectomy  have 
been  much  improved  and  brought  thoroughly  into  line. 

Those  who  have  ceased  to  be  students  will  be  interested 
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the  hypogastric  plexus.  In  this  way  it  resembles  closely  facial 
neuralgias  affecting  various  branches  of  the  fifth  nerve,  but 
undoubtedly  has  its  seat  in  some  branch  or  other  of  the  lumbo 
sacral  nerves.  However,  the  instability  of  this  unique  pain  as  a 
symptom  being  known,  too  much  stress  should  not  be  laid  upon 
it,  and  the  other  symptoms  should  be  elucidated  with  greater 
precision.  The  intestinal  inflammation  has  its  seat  higher  up, 
the  inflamed  appendages  tend  to  descend  towards  the  bottom  of 
the  pelvis,  except  when  the  infection  is  produced  in  connection 
with  pregnancy  or  at  the  time  of  labour.  The  uterus  then 
remains  elevated  and  the  position  of  the  diseased  appendage  is 
altered,  but  in  all  other  circumstances  the  fallopian  tubes 
descend  and  remain  at  a  lower  level  than  they  occupy  normally. 
There  is,  therefore,  something  very  typical  in  the  seat  of  the 
lesion.  The  general  phenomena  are  also  different,  there  must 
be  a  puerperal  or  a  gonorrhoeal  infection  to  produce  an  inflam- 
mation of  the  appendages.  The  obvious  conclusion  is  that  cases 
really  difficult  to  diagnose  must  be  exceptional. 

It  would  not  appear  from  the  various  reports  that  have  been 

Eublished  recently  on  the  subject,  that  the  two  affections  would 
equentlv  occur  together,  notwithstandin|  the  arguments 
brought  forward  from  an  anatomical  point  of  view,  particularly 
the  relations  of  the  lymphatic  system  pf  the  appendix  and  broad 
ligament.  Admitting  the  possibility  of  a  subserous  appendicitis 
extending  towards  the  cellular  tissue  of  the  pelvis  and  reaching 
the  tissue  of  the  broad  ligament,  it  would  not  necessarily  affect 
the  parenchyma  of  the  fallopian  tube  and  ovary.  In  the  same 
way  it  is  well  known  by  experience  that  the  muco-parenchyma- 
tous  inflammation  of  the  tubes  and  ovariesi  remains  limited  to 
that  region,  and  that  even  subserous  inflammation  of  the  broad 
ligament,  which  hardly  occurs  except  in  serious  puerperal  infec- 
tions, is  limited  to  the  pelvic  region,  as  has  been  shown  by 
autopsies,  and  by  operations  performed  too  hastily  or  after  an 
undue  delay. 

It  must  be  admitted,  however,  that  theoretically  the  con- 
tinuity of  the  sub-peritoneal  tissue  from  the  pelvis  to  the 
abdomen  would  favour  the  propagation  of  inflammation  in  the 
manner  of  inflammatory  cedema.  This  view,  however,  could 
only  apply  to  the  acute  stage  of  the  beginning  of  the  affection  or 
to  slow  burrowing  purulent  infiltrati(fe,  but  these  forms  of 
appendicitis  are  really  the  most  rare  and  this  constitutes  the 
most  important  argument  against  this  theory  of  propagation  of 
the  inflammation.  It  is  in  its  immediate  vicinity  that  appendi- 
citis reacts,  producing  exudation,  adhesions  and  abscesses,  even 
in  the  midst  of  intestinal  loops. 

Therefore  the  experience  hitherto  acquired  favours  the 
opinion  that  the  reaction  of  the  two  lesions  upon  each  other  rests 
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on  a  hypothesis,  and  the  question  of  the  differential  diagnosis 
exists  entirely  by  reason  of  the  obscurity  of  the  symptoms  and 
the  difficulty  of  determining  accurately  the  nature  of  the  lesions 
by  ordinary  methods  of  investigation  in  those  exceptional  cases 
where  such  question  arises.  A  first  attack,  of  course,  would  be 
easily  diagnosed,  as  then  the  seat  of  the  pain  as  determined  by 
direct  examination  would  indicate  the  nature  of  the  lesion, 
bearing  in  mind  that  in  the  condition  of  gestation  the  appendages 
would  be  found  higher  in  the  abdomen  than  at  other  times,  and 
the  condition  as  well  as  other  symptoms  present  would  explain 
the  nature  of  the  lesion. 

P.  Z.  H. 

Submammary    Infusions    of    Salt    Solution     in     Primary 

ANiEMIA,    PROM     HiEMORRHAGE,     IN    ShOCK,    AND     IN     SbPTIC 

Infection.  By  J.  G.  Clark,  M.D.,  Resident  Gynaecologist 
in  the  Johns  Hopkins  Hospital.  The  American  Journal  of 
Obstetrics  and  Diseases  of  Women  and  Children^  June,  1897. 

For  the  last  two  years,  in  the  Gynaecological  Department  of 
the  Johns  Hopkins  Hospital,  submammary  saline  infusions  have 
been  used  in  every  case  where  there  has  been  the  slightest 
symptom  of  depression  after  operation,  or  of  shock  from  the  loss 
of  blood  in  surgical  or  puerperal  cases,  and,  from  the  cases 
reported,  with  good  effect. 

Experience  in  cases  of  puerperal  and  general  infection  has 
not  been  extensive.  One  case  of  puerperal  sepsis  is,  however, 
reported  in  full.  A  week  after  her  confinement  the  patient  was 
vomiting  all  her  nourishment,  her  eyes  were  sunken,  temperature 
105  to  106°  F.,  and  she  presented  all  the  appearances  of  impend- 
ing death.  Submammary  saline  infusions  were  then  used,  a  litre 
was  first  used  and  the  improvement  was  well  marked.  A  litre 
a  day  was  given  for  seven  days,  and  each  time  an  improvement 
in  the  pulse  was  observed.  Her  temperature  fell  on  the  third 
day,  and  she  finally  recovered  perfect  health.  The  method  of 
inmsing  the  saline  solution  is  as  folio  v^rs: — Graduated  glass 
infusion  jars  of  1,000  cubic  centimetres  capacity  are  used  as 
reservoirs  for  the  solution.  The  bottles  are  gonnected  by  five 
feet  of  rubber  tubing  to  a  long  slender  infusion  needle,  similar 
to  an  aspirating  needle.  The  entire  apparatus  is  kept  sterilised. 
The  breast  must  be  rendered  aseptic,  and  then  lifted  well  up 
from  the  chest  with  one  hand  while  the  needle,  with  the  fluid 
flowing  from  it,  is  quickly  thrust  beneath  the  gland.  Seven 
hundred  cubic  centimetres  may  be  injected  under  each  breast. 
The  breast  quickly  begins  to  distend  as  the  fluid  passes  into  the 
loose  cellular  tissue.  After  withdrawing  the  needle  the  puncture 
is  closed  with  adhesive  plaster. 

J.F.J. 
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On  Myogenital  and  Muscular  Constipation  of  a  Chronic 
Nature  in  Women.  By  Dr.  Ludwig  Pincus.  Archiv. 
fur  Gyndkd.y  liii.,  3,  p.  413.  1897. 

While  neurogenetic  constipation  is  to  be  taken  as  a  local 
symptom  of  general  neurasthenia,  myogenic  constipation  is 
caused  by  the  traumatic  disorders  (injuries  in  labour)  of  the 
musculature  of  the  pelvic  floor,  conjoined  with  congenital  or 
acquired  feebleness  of  the  abdominal  pressure.  By  traumatic 
mischief  due  to  labour  Dr.  Pincus  does  not  mean  those  of  the 
perinaeum,  but  of  the  levator  ani  muscle.  This  muscle  it  is 
which,  acting  concurrently  with  the  abdominal  pressure,  causes 
the  expulsion  of  the  contents  of  the  bowel ;  without  the  conjoint 
action  the  muscle  acts  vicariously  for  the  sphincter  ani.  If  while 
the  sphincter  is  retained  the  levator  is  injured  from  trauma  or 
ischaemia  during  delivery,  and  the  abdominal  pressure  is  at  the 
same  time  weakened,  there  arises  retention  of  the  stool.  These 
lesions  can  be  recognised  by  abnormal  prominence  of  the  pelvic 
floor  or  by  vaginal  examination. 

The  prophylaxis  consists  in  guarding  the  pelvic  floor  as  much 
as  possible  during  labour  and  in  the  quick  re-establishment  of  the 
muscular  tone  as  soon  as  possible  after  delivery.  The  treatment 
must  be  expective  apart  from  the  removal  of  the  motions,  and  is 
accompanied  or  preceded  by  methodical  strengthening  of  the 
pelvic  diaphragm. 


A  Study  op  the  Composition  and  Disease  op  the  Inspected 
Prostitution  in  Petersburg.  By  Dr.  Obosnenko. 
Vraich,  October,  1897.     (Petersburg  Dissertation). 

After  studying  the  reports  of  the  Medico-police  Committee 
and  the  Lock  Hospitals  for  1891,  1892,  and  1893,  the  author 
arrived  at  the  following  leading  conclusions : — 

U)  It  is  to  be  desired  that  a  woman  should  only  be  inscribed 
in  the  books  of  the  committee  when  there  is  precise,  undoubted, 
carefully  verified,  and  convincing  proof  that  the  woman  is 
actively  following  prostitution. 

(2)  The  want  of  a  definite  home  and  occupation,  presence  in 
the  night  houses,  should  only  serve  as  conditions  for  suspicion, 
but  they  should  not  give  the  power  to  treat  such  a  woman  as  an 
open  prostitute. 

(3)  The  existing  power  of  inspection  of  vagrant  women  is 
exceedingly  oppressive  to  the  lower  orders  of  working  people, 
and  does  not  secure  the  working  woman  from  the  pleasure  of  the 
lowest  police  officials,  and  it  frequently  compels  her,  as  the  only 
means  of  escaping  this  state  of  things,  to  become  a  voluntary 
subject  of  the  committee. 
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In  this  way,  thanks  to  the  systematic  arrest  and  supervision, 
many  lower  class  women,  out  of  work,  are  pushed  directly  into 
prostitution,  of  which  they  never  thought  before,  while  other 
persons  openly  trading  their  persons,  but  Hving  in  first  class 
hotels,  or  acting  as  ballet  girls,  &c.,  do  not  come  under  inspec- 
tion and  may  widely  spread  disease. 

(4)  The  vagrant  women  should  be  taken  out  of  the  hands  of 
the  committee  and  entrusted  to  another  supervision,  if  this  be 
considered  indispensable  (1*6  per  cent,  syphilis),  a  committee  for 
the  oversight  and  separation  of  lower  class  women. 

(5)  It  is  desirable  to  place  upon  the  committee  some  of  the 
legal  and  civic  officials  of  the  town. 

(6)  There  should  be  more  State  medical  officers  and  especially 
inspecting  committees,  and  some  test  of  the  efficiency  of  the 
latter  should  be  worked  out. 

(7)  The  whole  matter  of  medico-police  inspection  should  be 
investigated  and  brought  more  in  accordance  with  the  times  and 
Russian  legislation. 

(8)  It  is  very  desirable  that  there  should  be  some  philan- 
thropic bodies  working  side  by  side  with  the  medico-police 
committee,  and  ready  to  take  a  repentant  woman  or  a  youthful 
prostitute.  Members  of  this  body  or  society  should  be  selected 
to  serve  on  the  committee,  and  the  bodies  themselves  should  be 
popularised  in  every  way. 

Of  the  existence  of  the  medico-police  committee  every 
serving  maid  in  the  metropolis  is  aware,  but  of  the  charitable 
societies  it  is  impossible  to  get  any  knowledge,  even  at  the 
hospital. 

(9)  This  latter  question  is  very  imperative  for  the  cure  of 
syphilitics,  whether  prostitutes  or  volunteers.  Instead  of  in- 
creasing the  Lock  Hospitals,  would  it  not  be  better  to  build  new 
hospitals  for  women  suffering  from  skin  diseases  ? 

(10)  As  at  the  present  time  the  statistics  as  to  the  existence 
of  gonorrhoea  among  prostitutes  are  very  imreliable,  it  is  neces- 
sary in  the  cause  of  better  treatment  that  gonorrhoea  be  studied 
and  investigated  still  more  b}r  bacteriological  means. 

(11)  The  greater  proportion  of  the  venereal  diseases  and 
syphilis  suffered  by  prostitutes  occurs  during  the  first  six  years 
of  their  registration  (narrower  vagina,  greater  susceptibility  of 
the  mucous  membranes  in  youth). 

(12)  The  number  of  soft  chancres  gradually  diminishes, 
which  points  to  the  benefit  of  inspection  upon  prostitution. 

(13)  The  women  with  their  tickets  in  order  suffer  from  soft 
chancres  less  than  those  without  tickets. 

(14)  The  number  of  syphilitics  in  the  Petersburg  centre  for 
inspection  of  prostitution  reaches  52  per  cent.  Of  course  these 
figures  include  many  women  who  have  had  syphilis  some  time 
and  who  therefore  cannot  infect. 
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(15)  The  first  infection  by  syphilis  is  met  with  at  all  ages,  so 
that  it  is  impossible  to  say  that  in  no  case  after  25  years  of  age 
will  the  infection  be  rare  and  exceptional. 

(16)  Many  women,  in  spite  of  long  prostitution,  do  not  become 
infected  by  syphilis ;  at  present  we  cannot  account  for  this,  since 
the  supposition  that  these  women  are  syphiUzed  is  not  to  be 
demonstrated. 

Nbw  Rbsbarchbs  on  Disinfection  op  the  Hands.  By  Prof. 
FuBRBRiNGBR  and  Dr.  Freyhau.  Deutsche  Med.  Wockens.^ 
1897. 

The  works  of  Ahlfeld  and  Reinicke  upon  disinfection  of  the 
hands  have  been  already  referred  to,  and  likewise  those  of 
Kroenig  and  Menge  upon  the  bacteriology  of  the  female  geni- 
talia ;  and  the  present  new  ideas  on  obstetric  assistance  and  the 
preparation  of  the  hands  of  the  operator  and  the  part  to  be 
operated  upon  in  gynaecology  and  obstetrics  naturally  and  logi- 
cally follow. 

Professor  Fuerbringer  has  repeated  the  experiments  of 
Ahlfeld,  of  Reinicke,  and  of  Poten  with  corrosive  sublimate, 
alcohol,  and  lysol,  controlling  the  results  of  the  experiments  by 
various  methods  of  culture,  and  either  using  alcohol  or  not 
before  the  other  disinfectants  upon  the  parts  which  had  been 
previously  disinfected  mechanically  by  the  brush  and  flannel. 
He  comes  to  the  following  conclusions : — 

(i)  Alcohol  is  directly  fatal  to  the  bacteria;  (2)  by  its 
property  of  removing  the  fat  from  the  hands  and  its  power  of 
uniting  with  water,  it  not  only  opens  the  way  to  easy  disinfection 
of  the  tissues,  but  it  prepares  the  ground  conveniently  for  the 
disinfectant  used  after  the  alcohol  to  get  the  best  hold  of  the 
parts  to  be  disinfected ;  (3)  it  detaches  the  squamous  epithelium 
with  its  impurity  and  the  bacilli  contained  therein. 

Fuerbringer  quotes  the  work  of  Paul  and  Kroenig  in  support 
of  his  own  {Zeit.  fur  Pkys,  Chemic.^  1896,  xxi.,  3).  These  studies 
show  the  great  power  of  alcohol  in  exalting  the  power  of  silver 
nitrate  and  corrosive  sublimate,  and  the  authors  believe  this  is 
due  to  the  alcohol  facilitating  the  ingress  and  contact  of  the  dis- 
infectant with  the  micro-organisms. 

Ahlfeld  thinks  that  the  power  of  alcohol  is  due  to  its  facile 
penetration  and  filtration  through  the  layers  of  the  epidermis. 

On  Prolapse  of  the  Female   Urethra.     By  Dr.  Scholtz. 
Schmidfs  Jakrbucher,  1897,  p.  241. 

Scholtz  has  9  cases  of  prolapse  of  the  female  urethra  from 
KummeU's  clinic  to  communicate.     The  symptoms  consist  gener- 
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ally  of  more  or  less  severe  pains,  trouble  in  urination  and  some 
bleeding. 

The  treatment  is  greatly  influenced  by  the  sudden  origin  of 
the  prolapse,  and  its  being  brought  to  notice  early,  since  it 
is  only  when  thus  early  noticed  that  there  is  any  likelihood 
of  success.  In  long  established  prolapse  of  gradual  origin 
the  removal  of  the  whole  prolapsed  tissues  by  means  of  the 
thermo-cautery  is  the  best  treatment. 

It  is  generally  necessary  to  introduce  a  self-retaining  catheter 
after  the  operation,  which  fulfils  the  double  task  of  pressmg  the 
hiucous  membrane  against  the  mucous  coat,  and  of  preserving 
the  wound  surface  from  contamination  by  the  urine. 

On  Cystoscopy  and  Cathetbrisation  of  the  Ureters  in 
Women.  By  G.  Winter  (Zeit  /.  Geb.  u.  Gyndk^  xxxvi.,  3., 
p.  497,  1897. 

Cystoscopy  is  much  more  difficult  in  women  than  in  men, 
owing  to  the  displacement  of  the  bladder  floor  and  with  it  the 
ureteral  orifices.  Winter  uses  Nitze's  cystoscope,  the  instrument 
being  21  cm.  long  and  6*5.  mm.  thick,  with  a  gently  curved 
beak. 

Winter  describes  its  use  in  vesical  catarrh,  foreign  bodies  and 
fistula,  and  points  out  its  value  in  diseases  of  the  pelvis,  of  the 
kidney,  and  of  the  kidneys  themselves. 

The  results  of  cystoscopy  are  of  great  value  to  the  gynae- 
cologists. 

Uterine  displacements  and  those  of  anterior  vaginal  wall  aflect 
the  bladder  very  much ;  most  striking  is  the  change  efliscted 
in  the  shape  of  the  bladder  by  prolapse,  especially  cystocele. 
Very  similar  are  the  changes  in  the  bladder  form  from  pregnancy. 
Winter  always  found  the  large  and  small  vessels  on  the  floor  of 
the  bladder  very  distended  and  often  the  ureteral  swellings  were 
thickened  during  pregnancy. 

Other  cystoscopic  views  are  observed  when  the  bladder  wall 
shares  in  some  diseases  by  extension  from  a  neighbouring  part, 
as  in  exudations,  pyo-salpinx  or  carcinoma. 

The  catheterisation  of  the  ureters  in  women  is  required  to 
judge  the  condition  of  the  kidneys,  if  the  observation  of  the  urine 
coming  from  the  ureteral  aperture  gives  no  clue,  and  especially 
if  microscopic  investigation  of  the  urine  is  necessary  for  specific 
organisms,  as  for  tubercle  bacillus. 

By  sounding  the  ureters  their  openness  is  made  out  and  the 
cause  of  any  obstruction,  as  stone,  discovered. 

For  the  diagnosis  of  ligation  or  injury  of  the  ureters  during 
operation,  catheterisation  of  the  ureters  is  very  important ;  and 
still  more  is  it  of  value  in  avoiding  these  accidents. 

F.  E. 
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Treatment  op  Acute  Salpingitis.    By  William  P.  Carr, 
M.D.  (Washington). 

Thorough  systematic  treatment  of  acute  salpingitis  in  the 
early  stages  will  result  in  resolution  in  a  large  majority  of 
cases.  Failing  in  this,  no  attempt  should  be  made  to  perform 
a  radical  operation  during  the  acute  stage,  over  which  the 
patient  should  be  tided  by  palliative  measures,  and  then  if 
necessary,  a  radical  operation  may  be  done  while  the  patient  is 
in  a  chronic  condition  without  septic  fever. 

The  treatment  of  acute  salpingitis  is  by : — 

(i)  Absolute  rest.  (2)  Good  nursing.  {%)  The  administration 
of  nourishing  and  easily  digestible  fooa;  also  of  digestive 
stimulants,  as  hydrochloric  acid,  pepsin  and  strychnia.  The 
bowels  must  be  kept  well  moved  and  the  skin  clean.  (4)  Local 
treatment  per  vaginam.  Thorough  uterine  drainage  should  be  at 
once  established  and  maintained,  preferably  by  the  outer  bridge 
drainage  tube.  Curetting  with  a  blunt  curette  may  be  advisable 
in  cases  of  abimdant  or  offensive  discharge,  or  if  the  uterus 
contain  retained  placental  tissue.  Hot  vaginal  douches  are 
effective  in  reheving  pain.  (5)  Hot  fomentations  or  turpentine 
stupes  to  the  abdomen. 

If  the  inflammation  increase  and  pus  is  suspected,  it  should 
be  punctured  and  drained  from  the  vagina  simply  as  a  palliative 
measure.  Only  if  it  is  absolutely  necessary  to  save  life  should 
a  radical  operation  be  done  during  the  acute  stage. 


Further  Experience  with  Vaginal  Fixation  of  the  Round 
Ligaments  for  Backward  Displacements  op  the  Uterus, 

INCLUDING   A   TABULATED    REPORT  OF   FIFTEEN  CaSES.      By 

Hiram  N.  Vineberg,  M.D.  (New  York).  The  American 
Journal  of  Obstetrics  and  Diseases  of  Women  and  Children^  for 
July,  1897. 

Dr.  Vineberg  has  made  a  careful  analysis  of  the  cases  of 
dystocia  occurring  after  ventral  and  vagino  fixation  of  the  uterus. 
In  the  former  dystocia  was  met  with  in  those  cases  only  in 
which  the  Leopold-Czerny  method  had  been  employed.  The 
cause  was  a  too  firm  and  extensive  union  of  the  fundus  and 
anterior  wall  of  the  uterus  with  the  abdominal  wall.  No  trouble 
during  either  gestation  or  parturition  had  been  met  with  when 
Olshausen's  method  had  been  followed.  In  the  latter,  in  cases  of 
vagino-fixation  there  was  a  similar  condition  of  affairs.  The 
dystocia  was  due  to  too  firm  union  of  the  uterus  with  the  vaginal 
wall.  The  idea  then  occurred  to  Dr.  Vineberg  of  adopting 
01shausen*s  method  to  cases  of  vagino-fixation— that  is,  of 
making  use  of  the  round  ligaments  and  adjacent   broad   liga- 
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ments,  rather  than  the  uterine  wall  itself.  The  anterior 
wall  and  fundus  of  the  uterus  would  then  be  entirely  free  to 
enlarge  in  the  event  of  pregnancy.  There  would  be  no  holding 
down  of  the  fundus  too  firmly  to  the  anterior  vaginal  wall. 
His  first  operation,  according  to  this  method,  was  done  on 
February  4,  1896,  and  was  mentioned  in  a  paper  read  before 
the  obstetric  section  of  the  New  York  Academy  of  Medicine 
on  February  27,  1896.  The  technique  of  the  operation  is  as 
follows : — The  patient  is  prepared  as  if  for  vaginal  hysterec- 
tomy. The  cervix  is  drawn  by  volsellae  downward  and  outward 
to  the  vulva.  Another  volsella  catches  the  anterior  vaginal 
wall  near  the  urethral  opening  and  is  held  upward.  In  this 
manner  the  anterior  vaginal  wall  is  put  upon  the  stretch.  A 
longitudinal  incision  is  now  made  extending  from  the  mound 
just  behind  the  urethral  meatus  to  the  vaginal  attachment  of  the 
cervix.  The  two  flaps  thus  formed  are  separated  from  the 
underlying  bladder.  They  should  be  separated  freely  and  then 
the  utero  vesical  pouch  of  peritoneum  is  opened.  The  opening 
between  the  bladder  and  uterus  should  be  dilated  as  much  as 
possible.  The  bladder  is  held  out  of  the  way  by  an  anterior 
vaginal  retractor.  The  anterior  wall  of  the  uterus  is  exposed 
and  a  silk  traction  suture  should  be  passed,  by  which  the  uterus 
can  be  pulled  down  into  the  incision.  If  the  adnexa  must  be 
examined  it  can  be  delivered  by  hooking  two  fingers  over  the 
fundus  and  drawing  it  forwards.  In  cases  where  it  need  not  be 
delivered,  where  visual  inspection  of  the  adnexa  is  unnecessary, 
the  two  fingers  are  hooked  behind  one  horn  of  the  uterus  and 
the  corresponding  tube  and  round  ligament  are  drawn  well  into 
the  incision.  A  suture  of  silkworm  gut  is  carried  behind  the 
round  ligament  about  three  or  four  centimetres  from  its  insertion 
into  the  uterus.  It  is  passed  from  above  down  and  is  made  to 
catch  a  portion  of  the  tissue  immediately  beneath  the  ligament. 
A  second  one  may  be  passed  nearer  to  the  uterus.  The  same  is 
done  on  the  opposite  side.  These  round  ligament  sutures  on 
each  side  are  then  carried  through  the  vaginal  flap,  at  a  point 
corresponding  to  the  lateral  sulcus,  as  near  the  pubic  arch  as 
possible.  They  are  tied  loosely  while  the  uterus  is  held  forward 
by  the  traction  suture.  The  peritoneum  is  closed  by  continuous 
catgut  suture  and  the  vaginal  flaps  are  brought  together, 
previous  to  which  the  traction  suture  has  been  removed.  It 
may  be  necessary  in  some  cases  to  apply  an  additional  uterine 
fixation  suture — which  Dr.  Vineberg  does  not  think  could  bring 
about  an  extensive  and  firm  union  of  the  fundus  with  the  vagina, 
especially  when  it  is  applied  midway  between  the  os  internum 
and  the  fundus.  In  9  of  his  15  cases  conservative  operations  on 
the  adnexa  were  performed.  Of  the  15,  7  were  perfectly  cured, 
6  were  very  much  improved,  i   was  slightly  improved,  and  i 
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was  not  improved.  These  results  we  consider  most  satisfactory. 
Pregnancy  has  followed  in  two  of  the  cases  and  in  both  of  thens 
it  would  have  been  impossible  for  it  to  have  run  a  more  normal 
course. 

The  after  treatment  of  the  operation  is  simple.  She  is  kept 
in  bed  for  twelve  to  fourteen  days.  The  fixation  sutures  are 
removed  in  three  or  four  weeks.  In  none  of  the  cases  was  a 
pessary  worn  afterwards. 

J.F.J. 

A  Consideration    op  Sixty   Cases  of  Vaginal  Fixation  of 
THE  Uterus.     By  Hohl.    Archiv.  fiir  Gyndhohgie^  iSgy. 

We  cannot  go  into  his  cases,  but  will  briefly  submit  the 
results  of  his  experience  in  the  following  conclusions  :  — 

Total  extirpation  cannot  compete  with  other  methods  so  far 
as  our  latest  results  go.  We  have  certainly  seen  very  many 
relapses  of  late. 

We  cannot  but  come  to  the  following  modifications  of  the 
present  indications  for  ventro-fixation  and  vaginal  fixation : — 

(i)  Only  those  cases  of  retroflexion  and  prolapse  should  be 
treated  operatively  which  cannot  be  remedied  by  pessary  treat- 
ment and  where  the  symptoms  are  not  removed  by  other 
treatment. 

(2)  Of  the  case  to  be  operated  upon  vaginal  fixation  is  recom- 
mended in  (a)  fixed  or  mobile  retroflexion  which  cannot  be  cured 
bv  other  treatment  and  which  is  combined  with  inflammatory 
disease  of  the  appendages  or  with  small  tumours  of  these ;  (h) 
commencing  prolapse  and  descent  of  medium  extent,  where  per- 
manent cure  by  the  customary  means  is  prevented  by  the  retro- 
flexion remaining,  and  in  which  the  uterine  displacement  causes 
further  troubles.  Here  vaginal  fixation  and  operations  for 
prolapse  are  combined. 

(3)  With  ventro-fixation  are  treated :  {a)  those  retroflexions 
which  are  complicated  with  large  tumours  of  the  adnexa 
requiring  abdominal  section ;  {b)  severe  prolapse.  Here  pro- 
lapse operations  are  combined  with  ventro-fixation. 

Finally,  the  author  has  no  knowledge  of  the  Alexander 
Adams'  operation  and  cannot,  therefore,  compare  it  with  other 
methods,  but  believes  it  has  a  great  field  of  service. 

F.  E. 
The  Conservative  Treatment  of  the  Myomatous  Uterus. 
By  Hunter  Robb,  M.D.,  Professor  of  Gynaecology, 
Western  Reserve  University,  &c.  The  American  Journal  of 
Obstetrics  and  Diseases  of  Women  and  Children,  for  September, 
1897.  (Read  before  the  North  Central  Ohio  Medical 
Society,  on  June  25,  1897.) 

The  author  says  that  the  removal  of  a  myomatous  growth 
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of  the  uterus  may  not  inaptly  be  compared  to  a  Caesarean  section, 
although  in  the  former  case  the  cavity  of  the  uterus  is  not  always 
opened.  In  some  of  the  large  myomata  the  conservative  opera- 
tion of  myomectomy  may  be  very  dangerous,  because  of  the 
length  of  time  the  operation  takes,  and  because  of  the  liability 
of  septic  infection.  Myomectomy  is  the  simplest  of  the  radical 
operations  for  the  extirpation  of  these  tumours,  and  is  especially 
indicated  for  pedunculated  and  for  certain  sessile  and  interstitial 
growths  of  the  uterus  and  those  of  the  broad  ligament. 

Several  isolated  tumours  may  be  dealt  with  in  this  way  pro- 
vided there  is  rigid  observance  of  asepsis,  and  the  Hgatures  and 
sutures  are  applied  in  such  a  way  that  haemorrhage  is  fully 
controlled. 

In  the  case  of  pedunculated  myomata  the  pedicle  is  dropped 
and  the  abdomen  closed.  In  a  sessile  myoma  with  a  broad 
base  enough  tissue  must  be  left  to  provide  abundant  flaps.  If 
the  tumour  is  large  and  the  vessels  to  be  cut  are  of  large  caUbre, 
a  provisional  rubber  ligature  should  be  tied  round  the  lower 
part  of  the  uterus. 

In  interstitial  myomata  we  get  tumours  varying  in  size,  and 
they  are  usually  encapsulated  in  a  mass  of  hypertrophied  tissue. 
The  incision  must  be  made  through  the  uterine  tissue  over  the 
myoma,  which  should  be  seized  in  vulsellum  forceps  and  shelled 
out  of  its  bed  while  the  haemorrhage  is  controlled  by  a  rubber 
ligature  tied  round  the  lower  part  of  the  uterus.  The  sutures 
must  be  carried  down  through  the  tissues  from  one  side  of  the 
incision  to  the  other.  Certain  of  the  submucous  myomata  may 
be  removed  through  the  vagina,  but  if  large  they  must  be 
removed  through  the  abdomen  by  A.  Martin's  method,  the  steps 
of  which  are  as  follows: — (i)  The  vagina  and  uterine  cavity  are 
disinfected  and  packed  with  gauze ;  (2)  the  abdomen  is  opened  ; 
(3)  the  uterus  is  lifted  out  and  laid  on  a  gauze  napkin ;  (4)  a 
rubber  ligature  is  passed  round  the  uterus  close  to  the  cervix 
to  control  haemorrhage ;  (5)  the  uterine  cavity  is  opened,  the 
gauze  removed  and  the  tumour  is  shelled  out ;  (6)  the  uterine 
wound  is  brought  together  by  sutures  and  the  uterus  is  returned 
into  the  abdominal  cavity ;  (7)  the  abdominal  incision  is  closed. 
If  infected  material  has  been  carefully  excluded,  the  abdominal 
cavity  will  require  no  cleansing.  By  replacing  the  uterus  in  a 
position  of  marked  anteflexion,  the  intestines  are  prevented  from 
coming  in  contact  with  the  uterine  wound. 

The  Advantages  of  Vagino-Abdominal  Section.  By  Thomas 
H.  Hawkins,  M.D.,  Professor  of  Gynaecology,  Gross 
Medical  College,  Denver,  &c.,  &c.  (Read  at  the  American 
Medical  Association,  Philadelphia.) 

The  author  first  points  out  how  often  in  cases  of  operation 
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for  the  removal  of  abscessed  tubes  and  ovaries,  be  has  had  to 
resort  to  drainage,  and  in  many  instances  to  quite  extensive 
packing  with  iodoform  or  sterilised  gauze.  As  a  result  of  this 
he  has  had  considerable  difficulty  with  fistulous  openings,  and 
in  12  per  cent,  of  the  cases  where  the  gauze  packing  had 
been  used,  ventral  hernia  followed.  It  is  important  to  avoid 
such  sequelae,  and  during  the  last  two  years  the  author  has,  in 
every  instance  when  it  seems  likely  that  drainage  or  gauze 
packing  will  be  required,  preceded  the  abdominal  with  a  vaginal 
section.  By  this  procedure  he  has  avoided  fistulous  openings 
and  reduced  the  danger  of  ventral  hernia  to  a  minimum.  After 
curetting  the  uterus  and  packing  the  cervical  canal  with  iodoform 
gauze,  he  opens  the  pouch  of  Douglas  and  explores  the  pelvic 
contents,  breaking  down  adhesions  and  severing  as  far  as 
practicable  all  the  false  attachments  of  the  ovaries  and  tubes. 
In  cases  where  simply  large  abscessed  tubes  or  ovaries  are 
found,  or  a  hydrosalpinx,  or  a  small  ovarian  cyst,  this  is  evacuated 
and  the  pelvic  cavity  washed  out  thoroughly  and  packed  with 
gauze.  If  the  lesions  are  more  extensive  the  abdomen  is  opened, 
and  owing  to  the  previous  vaginal  performance  the  uterus  and 
appendages  are  more  easily  freed  from  adhesions  and  brought 
into  view.  The  diseased  appendages  are  removed,  the  pelvic 
cavity  dried  and  the  abdomen  closed.  Out  of  35  cases  operated 
upon  by  the  author  by  this  combined  method,  the  temperature 
in  34  of  them  never  rose  above  99*5°.  The  gauze  is  removed  on 
the  third  day  and  the  vagina  flushed  with  warm  sterilised  water 
and  loosely  filled  with  aseptic  gauze. 

A  special  point  in  favour  of  this  combined  method  is  that 
when  the  conditions,  as  determined  through  the  vaginal  incision, 
permit,  we  may  forego  abdominal  section  and  thus  lessen  the 
risk.  The  author,  however,  from  the  cases  reported,  appears  in 
cases  of  ovarian  cyst,  hydrosalpinx,  pyosalpinx  and  tubal  preg- 
nancy, to  have  simply  opened  them,  evacuated  their  contents 
and  packed  the  cavity  with  gauze,  not  removing  the  ovary  oc 
tube,  but  leaving  them  behind.  His  patients  treated  in  this  way 
made  good  recoveries. 

J.  F.  J. 

Vaginal  Ovariotomy.      By    Schauta   (Vienna).      Wien.  mid. 
Wockensch.t  xlvii.,  i,  1896. 

Schauta  has  removed  twenty-three  ovarian  cysts  per  tu^^naw, 
with  one  death  on  the  twenty-hfth  day  after  operation  (this  cyst 
was  ruptured  previous  to  operation).  The  cysts  were  larger 
than  a  man's  head.  Only  movable  cysts,  having  no  connection 
with  the  panetes  or  the  bowels  and  not  being  intra-ligamentary, 
are  suited  for  the  vaginal  operation,  hence  a  very  careful 
detailed  diagnosis  is  required.     With  small  cysts  the  adhesions 
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are  generally  not  difficult  to  make  out  by  bimanual  examina- 
tion, or  by  examination  under  anaesthesia,  or  by  elevation  of 
the  pelvis,  but  it  is  difficult  when  the  cyst  is  larger.  The 
possibility  of  pushing  the  hand  between  the  pubic  arch  and 
the  lower  pole  of  the  tumour  during  bimanual  examination 
is  worthy  of  notice,  likewise  the  displacement  of  the  u{9t>er 
boundary  of  the  cyst  in  deep  breathing  (if  there  is  no  displace- 
ment there  exist  adhesions),  and  the  position  of  the  uterus  in 
front  of  the  swelling  may  be  a  sign  of  adhesion  of  the  tumour 
to  the  pelvic  organs.  The  vaginal  operation  is  not  indicated  in 
large  malignant  tumours  which  cannot  be  removed  unless 
divided  up.  The  technique  of  the  operation  is  as  follows  : — After 
separation  of  the  bladder  from  the  cervix  and  opening  up  the 
anterior  fold  of  peritoneum,  the  cyst  is  fixed  in  the  opening  by 
pressure  from  above.  After  tapping  and  emptying  a  cyst  by 
a  trocar  the  cyst  wall  is  seized  and  the  cyst  and  its  stump  drawn 
into  the  vagina  where  the  vagina  is  tied  and  returned,  then  the 
peritoneum  and  the  vaginal  wall  are  sutured.  With  multi- 
locular  cysts  one  cavity  is  emptied  after  the  other,  if  necessary 
the  hand  being  used.  With  broad  ligament  cysts  the  cyst  is  cut 
straight  into  and  the  large  vessels  running  over  it  bound  and 
the  cyst  emptied  and  shelled  out.  The  precaution  is  necessary 
when  dealing  with  dermoids,  to  surround  the  opening  well  with 
compresses  so  as  to  prevent  the  entrance  of  the  contents  into 
the  abdomen.  In  cases  where  the  peritoneuqti  becomes  soiled 
with  the  contents  of  a  cyst,  Schauta  drains  with  iodoform  gauze. 
The  patient  gets  up  on  the  ninth  or  tenth  day. 

F.  E. 

Post-Operative  HiEMORRHACE  from  Slipping  of  the  Ligature 
AFTER  Removal  of  Diseased  Tubes  and  Ovaries,  and 
HOW  TO  Prevent  it.  By  A.  Lapthorn  Smith,  M.D., 
M.R.C.S.Eng.,  Gynaecologist  to  the  Montreal  Dispensary 
and  to  the  Western  Hospital,  &c.,  &c. 

Dr.  Lapthorn  Smith  points  out  clearly  how,  after  even  a  simple 
removal  of  the  appendages,  the  surgeon  may  in  a  few  hours  be 
faced  with  the  appalling  accident  of  haemorrhage  from  slipping 
of  the  ligature.  He  finds  his  patient,  whom  he  left  only  a  short 
time  before  with  a  good  slow  pulse,  in  a  very  different  condition. 
She  is  collapsed,  her  face  is  pale  and  anxious,  a  cold,  clammy 
perspiration  bathes  her  brow,  the  extremities  are  cold  and  the 
pulse  is  fluttering  at  the  rate  of  140  or  even  more.  Now,  at 
once,  he  has  to  decide  what  to  do,  and  first  of  all  he  must  be 
certain  of  his  diagnosis.  When  shock  is  present  it  is  always 
and  only  while  the  patient  is  on  the  table  or  soon  after,  and  if 
the  ordinary  means  of  counteracting  the  shock  have  been 
employed,  her  condition  will  steadily  improve. 
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With  sudden  internal  haemorrhage  the  conditions  are  very 
different ;  the  pulse,  from  being  fairly  slow,  will  suddenly  bound 
upwards,  and  all  the  symptoms  of  severe  haemorrhage  rapidly 
ensue.  Whether  there  will  be  any  rise  of  temperature  depends 
on  the  rapidity  with  which  the  haemorrhage  has  taken  place.  If 
thtf  haemorrhage  takes  place,  comparatively  speaking,  slowly, 
say  from  a  small  vessel,  the  peritoneum  endeavours  to  will  it  off 
from  the  general  peritoneal  cavity  by  throwing  round  it  a  layer 
of  organised  lymph,  and  this  local  peritonitis  causes  a  rise  of 
temperature.  If  the  haemorrhage  is  rapid,  there  is  no  time  nor 
vitality  for  this  inflammatory  process  to  take  place  and  there 
is  a  rail  of  temperature.  Knowing,  then,  how  to  recognise 
secondary  abdominal  haemorrhage,  the  surgeon  must  have  the 
courage  to  act  upon  that  knowledge  promptly.  But  even  better 
than  this  is  the  prevention  of  such  slipping  of  the  ligature,  and 
Dr.  Smith  has  adopted  the  procedure  described  below,  which  he 
firmly  believes  will  prevent  any  possibility  of  severe  haemorrhage 
from  slipping  of  the  ligature.  His  method  is  as  follows: — 
*'To  spend  one  extra  minute  of  time  in  throwing  a  medium 
silk  ligature  round  the  ovarian  artery,  as  it  can  be  easily  felt 
running  along  the  upper  border  of  the  broad  ligament  about  an 
inch  from  the  pelvic  wall,  before  even  proceeding  to  ligate  the 
pedicle  composed  of  the  ovary  and  the  tube."  ''  It  requires 
but  a  moment  to  pass  a  curved  needle,  with  the  loop  threaded 
with  medium-sized  silk,  around  the  ovarian  artery,  and  to  tie  it 
tight.'*  Then  tie  the  pedicle  with  double  threads  in  the  usual 
way,  and  the  ends  of  the  threads  tied  round  the  uterine  end  of 
the  tube  "  are  passed  round  under  the  knot  of  the  ovarian 
pedicle  and  securely  tied  again  en  massed 

J.  F-  J. 

Considerations  of  the  Casts  of  Eighty  Uterine  Cavities, 
BOTH  Normal  and  Pathological.  By  Dr.  Manclairb. 
Ann.  de  GynicoL,  xlvii.,  p.  208,  March,  1897. 

Manclaire  has  continued  the  work  begun  by  Guyon  in  1858, 
and  in  eighty  cases  has  taken  wax  casts  of  the  cavities  of  uteri 
preserved  in  chloral.  The  thickness  of  the  uterine  wall  was 
extremely  variable,  and  so  was  the  shape  of  the  uterine  cavity, 
especially  at  the  height  of  the  uterine  horns,  which  sometimes 
arose  at  a  right  angle,  other  times  at  an  obtuse  angle,  but  never 
at  an  acute  angle.  The  horns  were  often  as3rmmetrical,  at  times 
being  broad,  at  other  times  pointed.  The  axis  of  the  uterine 
cavity  was  not  always  a  continuation  of  the  elongation  of  the 
cervix  and  the  isthmus.  Manclaire  was  unable  to  inject  the 
tubes  with  wax  from  the  uterine  cavity. 

In  displacements  of  the  uterus  the  uterine  cavity  was  always 
small  in  all  dimensions.     Five  polypi  were  found  at  the  openings 
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of  the  fallopian  tubes ;  the  uterine  cavity  was  dilated.  This  was 
also  the  case  with  metritis,  and  in  a  high  degree  with  interstitial 
myomata.  In  two  cases  of  tubo-ovarian  cyst  the  uterus  was 
quite  small  and  infantile.  Eighteen  cases  dilated  with  laminaria 
tents  showed  that  the  uterine  cornua  were  not  more  accessible 
through  the  dilatation,  and  that  this  forms  the  difficulty  in 
complete  curetting,  especially  since,  if  pointed  instruments  be 
used,  it  is  here  that  the  thinned  uterine  wall  is  most  easily 
perforated. 

The  direction  of  the  origin  of  the  uterine  horns  explains  the 
difficulty  of  catheterising  the  tubes  and  of  endoscopy  in  the 
uterine  cavity. 

F.  E. 

Sclerosis  of  the  Uterine  Arteries  and  the  Climacteric 
HiEMORRHAGES.  By  Dr.  Ernst  Alec  Reinicke  (Dresden). 
Afch.f.  Gyn&koL^  liii.,  2,  p.  340,  1897. 

In  the  summer  of  1896  4  total  extirpations  were  performed 
in  the  Royal  Hospital  for  Women  in  Dresden  (Leopold)  for 
climacteric  haemorrhage.  In  2  cases  the  operation  was  done 
because  the  microscopic  examination  of  the  pieces  of  tissue 
removed  by  curetting  did  not  fully  exclude  the  presence  of 
malignant  new  growth  in  the  body  of  the  uterus.  The  ana- 
tomical and  histological  examination  showed  in  every  case  a 
condition  of  the  uterine  arteries  which  explained  the  very  free 
uterine  haemorrhage.  The  vessels  projected  more  or  less  above 
the  surface  of  the  section,  they  were  very  tortuous  and  had  firm 
walls  and  gaping  lumina.  The  intima  practically  had  no  share 
in  this  thickening.  The  media  was  greatly,  and  the  adventitia 
moderately,  thickened.  It  was  not  a  simple  atheroma  but  rather 
a  sclerosis,  and  hyper-myotrophia  of  the  arterial  tube,  for  which, 
as  a  rule,  there  is  no  inflammatory  basis.  This  change  in  the 
uterine  arteries  does  not  of  necessity  lead  to  menorrhagia.  It 
was  found  very  marked  in  a  uterus  with  cervical  carcinoma, 
without  any  bleeding  having  taken  place.  (This  patient  had 
had  eight  children,  and  the  four  first  had  four  to  twelve  children, 
a  state  of  things  which  appears  not  without  meaning  as  regards 
the  arterial  condition.)  For  the  climacteric  menorrhagia  two 
influences  are  necessary  besides  the  disease  of  the  vessels.  The 
sclerosis  must  come  on  gradually,  so  that  the  vessel  lumen  may 
not  be  quickly  stenosed  or  destroyed,  and  secondly,  there  must 
exist  a  strong  menstrual  tendency  in  the  pelvic  organs. 

The  diagnosis  of  arterial  disease  is  only  to  be  made  in  the 
living  with  probability.  Treatment  with  ergot  often  appears  to 
make  the  bleeding  worse.  Curetting  is  without  result,  since  the 
causes  of  the  bleeding  are  not  in  the  endometrium,  but  deeper. 
Severe  dilatation  of  the  uterus  by  laminaria  tents  and  swabbing 
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out  with  liq.  ferri.  perchlor.  may  have  effect.     Ultimately,  unless 
a  patient  is  well  off,  total  extirpation  is  indicated. 

F.  E. 

OBSTETRICAL. 

Ectopic  Gestation,  a  Consideration  of  the  Intra- liga- 
mentous Retro-peritoneal  Form.  By  L.  H.  Dunning 
M.D.  (Indianapolis). 

The  author  believes  that  there  is  a  distinct  form  of  ectopic 
pregnancy  which  '<  has  not  as  yet  received  its  due  recognition.  * 
It  is  met  with  in  the  last  months  of  gestation  and  differs  in  its 
anatomical  and  peritoneal  relations  from  those  generally  described 
as  belonging  to  the  subperitoneo-pelvic  and  subperitoneo- 
abdominal  varieties.  The  dominant  teaching  of  Berry  Hart*s 
case  (1883)  is  that  as  the  ovum  develops  it  lifts  the  peritoneum 
off  the  posterior  surface  of  the  uterus,  a  portion  of  the  anterior 
surface  of  the  uterus,  and  away  from  the  lateral  and  anterior 
walls  of  the  abdomen,  so  that  the  foetal  sac  is  insinuated  between 
the  peritoneum  and  these  organs  and  tissues.  The  author 
believes  that  this  is  true  only  in  very  exceptional  cases.  Out 
of  abstracts  of  the  histories  of  fifty-two  cases  of  advanced 
ectopic  pregnancy,  in  but  two  of  them  did  the  uterus  or  placenta 
bear  such  an  anatomical  relation  to  the  peritoneum  and  abdo- 
minal walls.  The  form  which  he  believes  to  be  frequent  enough 
and  distinct  enough  to  entitle  it  to  a  separate  classification  is 
''the  intra-ligamentous  retro-peritoneal."  His  description  of 
this  form  is  included  in  the  history  of  a  case  in  which  the  foetus 
and  sac  were  removed  two  months  after  a  missed  labour  at 
full  term.  The  history  briefly  is  that  the  patient  menstruated 
February  i,  1896 ;  near  the  end  of  March  she  was  very  ill  with 
pains,  haemorrhage,  and  the  passage  of  membranes.  She  was 
supposed  to  have  aborted.  After  this,  however,  continuous 
amenorrhoea  till  November,  with  gradual  enlargement  of  the 
abdomen  and  all  the  signs  of  pregnancy.  At  the  end  of 
November  she  had  pains  for  a  few  hours,  and  she  and  her 
physician  thought  that  labour  was  coming  on.  They  soon 
ceased,  however,  and  did  not  recur,  and  on  January  16,  1897,  she 
was  sent  to  Dr.  Dunning  for  operation.  The  conditions  found  upon 
examination  were — abdomen  as  large  as  at  full  term  pregnancy, 
but  slightly  more  prominent  upon  the  left  side ;  no  fluctuation 
or  ballottement,  no  soufHe  or  heart  sounds;  tumour  slightly 
movable,  uterus  moved  with  the  tumour.  Depth  of  uterine 
cavity  four  inches ;  outlines  of  foetus  felt  on  palpation ;  extra- 
uterine pregnancy  was  diagnosed.  At  the  operation,  which  was 
done  on  January  18,  the  tumour  appeared  to  be  everywhere 
covered  by  peritoneum.     ''  Behind  and  above  were  numerous 
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adhesions  of  iDtestines  and  omentum.  The  hand  could  not  be 
passed  behind  the  tumour  further  than  the  promontory  of  the 
sacrum.  At  this  level  the  posterior  parietal  layer  of  the  peri- 
toneum was  reflected  upward  over  the  posterior  surface  of  the 
tumour.  In  front  of  the  tumour,  low  down  and  to  the  right 
side,  could  be  seen  the  uterus  lying  in  close  contact  with  it. 
On  grasping  the  uterus  it  was  found  adherent  to,  but  not 
incorporated  in,  the  tumour.  The  anterior  surface  of  the  tumour 
was  continuous  with  the  anterior  surface  of  the  left  broad  liga- 
ment. The  walls  of  the  sac  were  incised  and  about  a  quart  of 
a  dark  coloured  fluid  poured  into  a  receptacle.  There  was 
now  no  difi&culty  in  palpating  the  fcetus."  "  Clearly,"  says  the 
author,  *'  we  were  dealing  with  extra-uterine  pregnancy  of  the 
intra-ligamentous,  retro-peritoneal  type."  It  was  dealt  with  as 
one  would  with  an  intra-ligamentous  cyst.  When  the  tumour 
had  been  removed  there  was  an  extensive  raw  surface  upon  the 
posterior  and  lateral  walls  of  the  pelvis,  which  were  covered  by 
broad  peritoneal  flaps  which  had  covered  the  fcetal  sac  in  front 
and  behind.  Because  of  a  similar  raw  ^bleeding  surface  at  the 
back  of  the  uterus  it  was  removed.  The  abdomen  was  closed 
without  drainage  and  the  patient  made  a  good  recovery. 

**The  chief  characteristic  of  this  form  of  ectopic  pregnancy  at 
term  is  that  the  ovum  with  its  envelopes  projects  free  into  the 
abdominal  cavity,  the  abdominal  portion  being  entirely  enveloped 
by  a  peritoneal  covering.  This  peritoneal  covering  is  derived 
from  the  folds  of  the  broad  ligament  and  portions  of  the  peri- 
toneum from  the  following  structures  and  regions,  viz. : — the 
Fallopian  tube,  one  lateral  pelvic  wall,  the  posterior  surface  of 
the  uterus,  the  cul-de-sac  and  the  posterior  parietal  peritoneum." 
No  part  of  the  ovum  is  found  in  front  of  the  anterior  parietal 
layer  of  the  peritoneum.  In  operating  it  is  important  to  com- 
pletely enucleate  the  foetal  sac  from  its  peritoneal  coverings  as 
in  treating  an  intra-ligamentous  cyst. 

Retro-peritoneal  Ectopic  Pregnancy  at  Full  Term.  By  J. 
Wesley  Bov6e,  M.D.,  Gynaecologist  to  Providence  Hospital 
and  to  Columbia  Hospital  for  Women,  &c.  (Read  before 
the  Washington  Obstetrical  and  Gynaecological  Society, 
January  15,  1897.) 

The  author  reports  fully  a  case  of  retro-peritoneal  ectopic 
pregnancy  at  full  term  operated  upon  by  him  on  December  2, 
1896.  The  patient  was  '*  a  small  feeble  woman,  having  a  pale, 
haggard  appearance,  with  blanched  mucous  membrane,  much 
emaciated,  and  suffering  much  pain."  The  sac  was  a  broad 
ligament  sac,  which  had  dissected  its  way  up  behind  the 
posterior  wall  of  the  peritoneum ;  it  was  adherent  to  uterus, 
bladder  and  rectum.  With  careful  work  and  perseverance  it 
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was  removed,  and  the  smooth,  clean  cavity  left  after  its  removal 
was  drained  by  a  glass  drainage  tube.  Although  she  rallied  well 
from  the  shock,  she  died  on  the  thirteenth  day,  from  sepsis. 
The  autopsy  showed  freedom  of  the  general  peritoneal  cavity 
from  infection,  but  there  were  several  pus  pockets  posterior  to 
the  uterus  and  limited  by  adhesions.  The  drainage  tube  had 
been  removed  on  the  second  morning  after  the  operation,  as  the 
drainage  was  very  slight  and  clear.  The  author  says  that  the 
drainage  was  altogether  imperfect.  Had  drainage  through 
Douglas'  pouch  been  employed,  or  even  had  the  supra-pubic 
drainage  been  continued  for  a  longer  time,  the  result  might  have 
been  different.  He  strongly  advocates  the  use  of  drainage 
through  the  vagina  in  such  cases. 

The  most  important  matter  to  consider  in  the  operation  for 
advanced  ectopic  pregnancy,  is  the  management  of  the  sac  and 
placenta.  If  the  foetus  is  alive  the  danger  from  haemorrhage 
is  greater  than  when  it  is  dead,  and  therefore  more  care  is 
necessary.  The  sac  and  placenta  should  be  removed  when 
possible,  but  cases  do  occur  where,  from  the  site  of  attachment 
of  the  placenta,  the  blood  supply  could  not  be  easily  controlled 
were  separation  attempted.  The  convalescence  of  cases  in  which 
the  placenta  is  left  for  spontaneous  expulsion  is  very  slow  and 
often  complicated  by  sepsis.  After  death  of  the  foetus  the 
removal  of  the  sac  and  placenta  is  less  dangerous,  and  since 
tolerance  of  the  presence  of  the  foetus  and  its  membrane  is 
precarious,  they  should  be  removed  without  delay. 

The  Use  of  the  Curette  in  Puerperal  and  Chronic  Endo- 
metritis. By  Reuben  Petersen,  M.D.,  of  Chicago. 
Read  on  April  23,  1897,  before  the  section  of  Obstetrics 
and  Gynaecology,  New  York  Academy  of  Medicine. 

(i)  /ft  puerperal  endometritis, — Reference  is  made  to  the  in- 
vestigations of  Bumm  on  puerperal  endometritis,  in  which  it  is 
shown  that  there  are  two  primary  forms,  putrid  and  septic.  In 
the  putrid  form  the  decidual  changes  are  produced  by  sapro- 
phytic micro-organisms,  but  no  development  of  septic  germs 
occurs.  The  important  histological  fact  in  connection  with  these 
cases  is  that  there  is  found  outside  the  necrosed  decidua  a  zone 
of  cellular  infiltration,  which  is  a  result  of  the  reaction  of  the 
organism,  and  is  imposed  between  the  dead  and  living  tissues 
and  acts  as  a  barrier  to  the  entrance  of  germs.  In  the  septic 
form  there  is  a  development  of  septic  germs  upon  the  decidua. 
This  form  may  occur  with  or  without  general  infection,  in  the 
latter  case  it  being  prevented  by  a  granulation  layer  outside  the 
endometrium.  In  abortion  before  the  end  of  the  third  month 
of  pregnancy  the  blood  and  lymph  channels  of  the  uterus  are 
relatively  small  and  there  is  less  danger  of  the  entrance  of 
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septic  germs  into  the  deeper  layers  of  the  uterus  from  the  use  of 
the  curette.  This  explains  the  good  results  following  the  use  of 
the  sharp  curette  in  cases  of  incomplete  early  abortion.  For  the 
last  few  years  it  has  been  Dr.  Petersen's  custom,  in  cases  of 
apparently  inevitable  abortion,  to  anaesthetise  the  woman,  dilate 
the  uterus  and  empty  it  completely  with  the  sharp  curette. 
Then  he  irrigates  the  uterus  with  sterilised  water,  and  then,  if 
necessary,  he  inserts  a  light  gauze  drain.  He  strongly  disap- 
proves of  tightly  packing  with  gauze,  because  it  prevents  rather 
than  encourages  drainage.  He  believes  that  operating  thus  early 
will  prevent  the  penetration  of  the  septic  germs  into  the  deeper 
uterine  structures.  If  sepsis  is  present  the  removal  of  the 
granulation  zone  will  do  no  harm,  because  at  this  stage  the 
vessels  and  lymphatics  are  both  small.  In  cases  of  endometritis 
occurring  subsequent  to  the  formation  of  the  placenta,  we  have 
to  consider  two  classes  of  cases,  one  due  to  decomposition  of 
retained  secundines,  the  other  to  septic  germs  attacking  the 
decidua. 

In  the  first  class  there  are  sudden  high  fever,  rapid  pulse,  and 
offensive  lochia.  The  necrotic  tissues  must  be  removed  by  a 
large  blunt  curette.  The  protecting  granulating  zone  must  not 
be  scraped  away,  so  that  the  uterus  may  be  in  the  best  condition 
to  withstand  the  possible  invasion  of  septic  micro-organisms. 
In  the  second  class  it  is  only  where  the  disease  is  localised  that 
it  is  amenable  to  treatment  by  the  curette.  Clinically  there  is 
slow  fever,  with  marked  remissions  and  exacerbations.  Here, 
too,  the  blunt  curette,  and  not  the  sharp  one,  must  be  used  in 
order  to  avoid  fresh  absorption  of  septic  micro-organisms.  Many 
of  these  cases,  however,  are  not  relieved  by  the  curette  ;  there  is 
no  protecting  granulation  zone,  and  the  virulent  septic  germs  are 
directly  absorbed  by  the  lymphatics,  and  before  any  ciu-ettage 
is  thought  of,  there  is  general  septic  infection. 

(2)  In  chronic  endometritis, — In  these  cases  Dr.  Petersen 
advocates  the  use  of  the  sharp  curette.  Small-sized  instruments 
are  the  best,  since  they  can  be  inserted  into  the  cornua  of  the 
uterus  and  between  the  rugae.  In  gonorrhoeal  endometritis  it  is 
especially  important  that  curettage  should  be  followed  by  caustic 
applications.  In  some  cases,  where  the  germs  have  not  pene- 
trated deeply  into  the  tissues,  this  will  suffice,  and  the  disease 
will  not  recur.  Drainage  is  all  important  and  should  not  be 
prevented  by  tight  gauze  packing. 

J.  F.  J. 

[Owing  to  pressure  of  space  some  further  Abstracts  and 
Notes  on  Medical  Preparations,  &c.,  must  stand  over  till  next 
Number. — Ed.] 
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NOTES  AND  NEWS. 

The  annual  dinner  of  the  Society  was  held  on  Wed- 
nesday, January  26,  1898,  at  the  Caf6  Monico.  Mr.  Mayo 
ROBSON  (the  outgoing  President)  occupied  the  chair.  Letters 
containing  expressions  of  regret  at  not  being  able  to  attend 
were  unfortunately  received  at  the  last  moment  from  several 
distinguished  guests  as  well  as  Fellows,  nevertheless  some 
seventy  sat  down  and  afforded  good  testimony  to  the  flour- 
ishing condition  of  the  Society. 

Among  the  guests  we  noted  Sir  Henry  Colville,  K.C.M.G. ; 
The  Master  of  the  Society  of  Apothecaries ;  Mr.  Langton 
(President  of  the  Clinical  Society) ;  Dr.  CuUingworth  (Presi- 
dent of  the  Obstetrical  Society);  Dr.  Sansom  (President  of 
the  Medical  Society) ;  Dr.  Dudley  Buxton  (President  of  the 
Society  of  Anaesthetists,  as  well  as  Fellow  of  the  British 
Gynaecological  Society) ;  Dr.  Milsom  (President  of  the  Har- 
veian  Society);  and  Mr.  Alfred  Cooper.  While  the  Fellows 
list  included  Dr.  Macnaughton-Jones  (President  Elect) ;  Dr. 
Routh  ;  Dr.  Bantock ;  Dr.  Greig ;  Mr.  Jessett ;  and  Dr. 
Godson  (Past  Presidents) ;  Dr.  Armstrong ;  Dr.  Spanton  ;  Dr. 
Travers ;  Dr.  Mansell  Moulin  (Treasurer)  ;  Dr.  Schacht 
(Editor  of  the  Journal) ;  Dr.  Snow  ;  Dr.  Hey  wood  Smith  ; 
Dr.  R.  T.  Smith  ;  Mr.  Hodgson ;  Dr.  Skene  Keith ;  Dr. 
Colenso ;  Dr.  Allen ;  Dr.  Roe  Carter ;  Dr.  Downes ;  Dr. 
Purcell ;  Dr.  Bridges ;  Dr.  Sliman ;  Dr.  Hebert ;  Dr.  Fitz- 
gerald ;  Dr.  Galloway  ;  Dr.  Bourke  ;  Dr.  Giffard ;  Dr.  Leslie, 
and  others,  besides  the  two  Secretaries,  Dr.  Geo.  Keith  and 
Dr.  A.  E.  Giles. 

The  former  experiences  of  the  capacities  of  the  Caf6 
Monico   were   thoroughly  maintained.     The   dinner   was 
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excellently  served,  and  accompanied  with  some  charming 
music  by  the  French  Orchestra,  iinder  the  able  conductorship 
of  M.  Paul  Bose.  Mr.  Templar  Saxe  most  kindly  added 
the  desired  vocal  element  in  his  own  well  known  style. 

The  Chairman  in  due  course  rose  to  propose  the  toast  of 
"  Her  Majesty  the  Queen  and  the  rest  of  the  Royal  Family." 
He  said  the  first  toast  he  had  the  honour  to  propose  was 
one  which,  in  an  assembly  like  that,  needed  little  effort  on 
his  part  to  recommend  it.  As  a  nation  they  might  well  feel 
proud  of  their  noble  and  high-minded  Queen,  who  does  all 
in  her  power  to  promote  the  happiness  and  welfare  of  her 
subjects.  They  had  lately  had  a  splendid  example  of  the 
regal  generosity  of  Her  Majesty,  in  her  stately  gifts  to  the 
nation  of  Kensington  Palace,  the  old  Palace  and  Queen's 
Cottage  at  Kew,  and  the  Ranger's  Lodge  at  Greenwich,  all 
of  which  are  endeared  to  the  people  by  their  old  associa- 
tions. He  said  it  was  a  good  sign  that  they  were  becoming 
more  conscious,  as  they  were  becoming  more  careful,  of 
their  ancient  possessions,  and  therefore  such  gifts  were  more 
fully  appreciated.  As  a  body  they  might  feel » especially 
proud  in  the  knowledge  that  not  only  Her  Majesty,  but  the 
Prince  of  Wales  and  the  rest  of  the  Royal  Family,  showed 
by  their  conduct  towards  the  medical  profession,  by  their  pro- 
motion of  noble  schemes  which  tended  to  the  welfare  of  the 
medical  charities,  by  the  honours  conferred  from  time  to 
time  on  members  of  the  profession,  and  by  the  confidence 
reposed  in  their  medical  advisers,  that  they  fully  recognised 
medicine  as  playing  a  not  inconsiderable  part  in  the  higher 
civilisation  of  the  nineteenth  century.  They  had  repre- 
sentatives here  from  all  divisions  of  the  United  Kingdom, 
and  although  they  might  be  at  variance  as  to  whether 
their  names  should  be  Britons,  Englishmen,  Scotchmen, 
Welshmen,  or  Irishmen,  yet  they  were  certain  to  be  as 
one  in  drinking  the  health  of  Her  Majesty  and  the  rest  of 
the  Royal  Family.     He  then  gave  them  the  toast. 

Dr.  Godson,  in  proposing  the  toast  of  ''The  Sister 
Societies,"  said  that  the  family  had  at  least  doubled  in  num- 
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bers  since  1880.  It  had  increased  in  some  instances  by 
twin  births.  There  were  two  Laryngological  and  two 
Dermatological  Societies,  and  their  own  Society  was  some- 
times considered  a  twin  with  the  Obstetrical.  The  President 
of  that  Society  was  with  them  as  their  own  guest  last  year 
as  well  as  this,  which  showed  the  good  feeling  which  existed 
between  him  and  themselves.  Might  the  same  spirit  be 
entertained  by  his  successors  in  the  chair.  The  first-born 
of  the  sisters  was  represented  to-night  by  its  President,  Dr. 
Sansom.  The  Medical  Society  of  London  was  125  years  of 
age ;  the  Harveian,  about  half  its  age,  was  represented  by 
its  President,  Dr.  Milsom  ;  and  the  Clinical  Society,  about 
half  as  old  as  the  Harveian,  by  Mr.  Langton,  its  President. 
One  of  the  baby  sisters,  the  Society  of  Anaesthetists,  was  with 
them  in  the  person  of  its  President,  one  of  their  own 
Fellows,  Dr.  Dudley  Buxton,  though  their  guest  on  that 
special  occasion.  There  was  a  still  younger  Society,  the 
Rontgen,  which  might  be  called  the  infant  in  arms,  its  birth 
having  taken  place  last  year.  This  Society  was  destined  to 
shed  a  new  light  on  their  powers  of  diagnosis.  Dr.  Godson 
asked  the  Fellows  to  extend  to  all  the  Presidents  a  most 
cordial  welcome,  and  to  wish  that  their  Societies  might  con- 
tinue to  prosper  and  flourish,  root  and  branch. 

The  President  of  the  Obstetrical  Society  (Dr.  Culling- 
worth)  replied  for  the  Sister  Societies.  As  representing  the 
Obstetrical  Society,  which  had  been  called  by  Eh-.  Godson  a 
sort  of  twin  Society,  he  could  not  help  feeling  that  the  dif- 
ference between  Obstetrics  and  Gynaecology  was  becoming 
less  and  less  every  year.  In  the  matter  of  subjects  discussed 
at  the  Obstetrical  Society,  he  observed  that  in  the  last  year 
they  had  been  equally  divided  between  Obstetrics  and 
Gynaecology.  In  calling  themselves  Gynaecologists  they  had 
taken  upon  themselves  a  large  task,  and  he  thought  it  be- 
hoved them  to  encourage  breadth  of  view.  He  had  always 
considered  the  Medical  Society  a  model  Society,  because  it 
discussed  such  varied  subjects,  and  exhibited  a  correspond- 
ing tendency  not  only  to  keep  thoroughly  abreast  of  the 
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times,  but  to  treat  them  from  a  broad  standpoint.  Such 
Societies  were  in  themselves  a  liberal  education.  He  had 
much  pleasure  in  acknowledging  the  way  in  which  the  toast 
had  been  received. 

The  President  of  the  Clinical  Society  (Mr.  Langton) 
considered  it  a  high  honour  to  be  present,  and  to  propose 
the  toast  of  the  evening,  "The  British  Gynaecological 
Society."  He  could  not  but  think  that  the  Chairman  should 
have  proposed  the  toast  himself.  He  congratulated  the 
Society  very  heartily  on  the  position  it  had  attained.  It  had 
been  brought  into  existence  some  fourteen  years  ago,  and  it 
had  had  a  very  successful  career.  It  now  filled  a  definite  niche 
(no  small  one)  and  it  transmitted  definite  knowledge.  It 
encouraged  the  work  of  young  men,  a  most  important  func- 
tion of  such  Societies,  and  it  brought  together  at  meetings 
and  on  occasions  such  as  the  present  all  ages,  associating  the 
present  generation  both  with  those  that  were  older  and  with 
the  younger  men  who  will  in  future  days  come  to  the  front. 
He  wished  every  success  to  the  British  Gynaecological 
Society. 

In  response  to  this  toast  the  Chairman  said  that  his  friend 
and  colleague  on  the  Council  of  the  Royal  College  of  Sur- 
geons, Mr.  Langton,  had  been  so  good  as  to  speak  in 
eulogistic  terms  of  the  Society  over  which  he  had  had  the 
honour  to  preside  during  the  past  twelve  months,  and  he 
was  proud  of  having  had  the  privilege  of  being  the  mouth- 
piece of  the  Society  in  returning  thanks  for  the  toast.  He 
said  their  Society  was  only  fourteen  years  old,  and  might 
therefore  be  considered  in  its  adolescence  except  in  dining, 
yet  he  ventured  to  assert  that  the  work  done  during  its 
vigorous  infancy  and  in  its  childhood  and  youth,  would 
bear  comparison,  without  suffering,  with  that  performed  by 
any  of  the  other  great  Medical  Societies.  At  its  foundation 
in  1884,  it  was  felt  that  there  was  need  for  a  Society  where 
Gynaecological  subjects,  especially  Surgical  Gynaecology, 
would  be  treated  with  fuller  scope,  and  the  Gynaecological 
Society  was  then  founded  for  the  special  purpose  of  dis- 
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cussing  diseases  of  women  outside  the  purely  Obstetric 
range.  It  had,  he  thought  there  could  be  no  gainsaying, 
done  everything  to  justify  its  formation,  and  probably  more 
than  any  other  faction  had  tended  to  banish  the  ignorance 
which  at  one  time  prevailed  among  the  so-called  pure  phy- 
sicians and  surgeons  as  to  the  importance  of  Gynaecology. 
The  Society  started  with  266  members,  but  at  the  present 
time  had  a  roll  call  of  many  hundreds,  who  hailed  from  all 
parts  of  the  world.  To  show  that  the  Society  was  in  a 
flourishing  condition  he  needed  only  to  refer  them  to 
reports  of  their  meetings  in  their  excellent  Quarterly 
Journal  edited  by  Dr.  Schacht,  or  to  the  fact  that  at  their 
last  meeting  there  were  no  less  than  thirty  names  to 
nominate,  among  others  Dr.  Doyen,  the  eminent  French 
Surgeon.  The  Society  had  exercised  an  important  influence 
over  the  career  of  many  of  its  Fellows,  not  only  over  those 
attending  the  meetings,  but  over  those  living  at  a  distance^ 
who  were  able  to  refer  to  the  excellent  reports  and  discus- 
sions furnished  by  the  Journal.  As  their  revered  Honorary 
President  had  said,  "  The  Medical  Societies  ranked  next  to 
the  Universities  and  the  Licensing  Corporations,"  but  he 
should  say  that  after  the  portals  were  passed  the  Societies 
held  a  much  higher  position,  since  their  interest  in  them 
continued  throughout  life.  They  were  the  schools  of  the 
post-graduates.  He  said  that  through  the  Societies  medical 
men  kept  pace  with  the  ever  increasing  knowledge  of  the 
day,  and  this  way  knowledge  was  promoted  arid  diffused. 
Moreover  the  Societies  opened  the  way  to  the  recognition  of 
individual  work  and  merit,  enabling  those  favoured  by  for- 
tune to  challenge  and  win  distinction.  Their  Society  had 
had  its  criticisms  and  its  enemies,  what  successful  institution 
had  not  ?  "A  man,"  said  Oliver  Wendell  Holmes,  "whose 
opinions  are  never  attacked  is  beneath  contempt,"  and  the 
same  must  apply  to  a  Society.  He  thanked  them  for  the 
kind  manner  in  which  they  had  received  the  toast  of  the 
British  Gynaecological  Society. 

Dr.  ROUTH  next  proposed  the  health  of  "  Our  Guests." 
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He  expressed  the  pleasure  they  all  felt  in  toasting  gentlemen 
who  had  so  kindly  joined  them  that  night,  and  who  were  so 
numerous.  He  was  proud  to  know  that  many  of  these 
gentlemen  had  already  distinguished  themselves  by  their 
Avritings,  and  earned  more  than  European  fame.  They,  the 
Fathers  of  the  Society,  had  thoroughly  enjoyed  their  pres- 
ence, not  merely  because  they  had  partaken  of  a  good  dinner 
with  them,  but  because  they  were  most  agreeable  and  talented 
gentlemen.  This  Society  was  now  sixteen  years  old.  It  had 
r&ched  puberty,  and  doubtless  the  Fellows  were  conscious 
of  some  very  pleasant  and  new  sensations.  It  was  called  the 
Gynaecological  Society,  which  meant  the  "science  of  women." 
Now,  he  hoped  what  he  was  about  to  add  would  not  disturb 
their  equanimity.  The  Fellows  of  this  Society  had  much 
enjoyed  the  society  of  their  guests,  but  would  it  not  add 
much  to  the  beauty  and  enjoyment  of  the  scene  if  ladies 
were  also  to  be  found  among  our  guests  ?  How  lovely  to 
gaze  on  beauty,  and  to  hear  the  musical  sounds  of  their 
gender  voices.  He  hoped  that  at  an  age  when  the  whole 
system  of  medicine  was  about  to  change,  by  the  introduction 
of  antitoxins  as  new  and  refined  remedies,  calling  to  remem- 
brance similia  sitnilibus  curantur,  Hahnemann's  doctrine, 
but  without  its  infinitesimal  absurdities,  that  it  would  be 
very  delightful  to  see  among  our  guests  some  specimens  of 
humanity,  bearing  considerable  similarity  to  ourselves,  but 
infinitely  more  refined  and  beautiful,  and  which  would  add 
considerably  to  the  beauty  of  the  scene  as  well  as  their 
pleasures.  He  hoped  this  suggestion  would  be  taken  to 
heart  by  the  Fellows  while  toasting  their  guests  very  heartily 
on  this  occasion. 

Dr.  Sansom  (President  of  the  Medical  Society),  while 
thanking  Dr.  Routh  and  the  Fellows  for  their  kind  recep- 
tion of  this  toast,  felt  that  his  lot  had  fallen  in  pleasant  places, 
for  he  was  not  only  among  pleasant  men,  but  had  listened 
to  pleasing  remarks  about  the  Sister  Societies.  He  felt, 
though,  that  he  was  in  the  predicament  described  by  James 
R.  Lowell,  in  which  he  should  make  his  best  speech  on  the 
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way  home.  As  President  of  the  Medical  Society,  he  had 
listened  to  papers  and  discussions  on  many  subjects,  and 
some  of  the  contributions  were  from  Fellows  of  this  Society, 
The  developments  in  anaesthesia,  obstetrics,  surgery  and 
physic  tended  to  make  each  rely  more  on  the  other  and  be  of 
more  use  to  each  other.  The  British  Gynaecological  Society 
had  shown  in  its  fourteen  years  of  work  honesty  of  purpose. 
It  should  continue  to  stand,  as  it  did  stand,  firm,  and  so 
help  to  add  to  the  sum  of  human  knowledge. 

Dr.  Macnaughton-Jones  said  that  no  toast  could  pos- 
sibly have  been  assigned  to  him  that  could  give  him  greater 
pleasure  to  propose  than  that  which  he  now  rose  to  ask  the 
F^ellows  of  the  British  Gynaecological  Society  to  drink, 
viz.,  the  health  of  their  Chairman.  Fortunately,  it  was 
one  that  required  but  few  words  on  his  part  to  insure  a 
warm  reception  at  their  hands.  They  had  pleasure  in 
drinking  his  health  as  a  distinguished  provincial  surgeon. 
Some  of  the  brightest  gains  in  surgery  had  come  to  them 
from  the  provinces,  and  that  was  true,  not  only  of  the  great 
English  centres,  but  also  of  the  remainder  of  the  United 
Kingdom.  Intuitive  surgery,  brilliant  surgery,  philosophic 
surgery,  and  practical  surgery,  had  found  many  illustrious 
exponents  in  the  provincial  towns  of  England,  and  he 
was  a  worthy  representative  of  these  same  surgical  traits. 
He  said  he  (their  Chairman)  had  been  an  intuitive,  a  bril- 
liant, a  philosophic,  and  a  truly  practical  surgeon,  and 
it  was  mete  that  he  should  be  so ;  for  he  came  from  a 
school  that  had  produced  some  of  the  most  illustrious  of 
British  surgeons — such  men  as  Prigden  Teale,  Wheelhouse, 
and  Jessop.  He  said  that  the  surgical  school  of  Leeds  was 
not  surpassed  by  any.  Gynaecology  had  had  some  of  its 
most  brilliant  teachers  from  the  provinces.  He  need  only 
mention  the  names  of  Lawson  Tait,  the  late  Greig  Smith, 
and  their  guest  to-night,  the  President  of  the  Obstetrical 
Society.  It  had  always  seemed  to  him  that  the  growth 
and  development  of  surgery  in  any  country  depended 
upon  the  principle  of  decentralisation,  and  the  creation  of 
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new  centres  of  thought  and  learning  throughout  the  pro- 
vinces. Through  this  greater  diffusion  of  knowledge  they 
gained  new  impulses  and  new  ideas,  central  monopoly 
was  broken  down,  while  London  reaped  the  advantage  of 
attracting  to  her  schools  and  Societies  the  foremost  and 
the  ablest  of  the  provincial  workers.  Not  only  did  they 
welcome  him  in  that  chair  as  a  distinguished  provincial 
representative  of  Gynaecology,  but  also  as  a  surgeon.  It 
seemed  to  him  that  with  the  modern  overgrowth  of  speci- 
alities, they  were  likely  before  very  long  to  look  upon  a  first- 
rate  general  surgeon  as  one  of  an  extinct  species.  Not  so 
far  in  the  future  might  they  expect  to  find  a  visitor  to  the 
museum  of  the  College  of  Surgeons  of  England  gazing  at  a 
mausoleum  in  which,  Rameses-like,  will  be  wrapped  in  his 
mummy  cloth,  preserved  for  the  interest  of  future  genera- 
tions, the  last  example  of  a  great  English  general  surgeon. 
It  had  been  well  said  by  Mr.  Jessett  at  a  recent  meeting  of 
our  Society,  that  "  a  pure  specialist  can  never  make  a 
good  general  surgeon,  but  that  there  is  nothing  to  prevent 
a  good  general  surgeon  from  being  a  first-rate  specialist." 
He  knew  the  almost  superhuman  work  that  was  demanded 
of  a  man  who  aimed  at  the  standard  of  excellence  he  had 
hinted  at,  and  which  was  expressed  in  the  words.  Quid  non 
ieiigii  quod  non  ornavit,  but  he  maintained  that  it  could  be 
reached  as  in  their  chairman's  case,  by  labour  and  per- 
severance. He  felt  he  need  not  refer  to  the  able  and  tactful 
manner  in  which  he  had  discharged  his  duties  as  President 
for  the  year,  for  that  was  far  too  well  known  to  the  Fellows 
to  need  any  words  of  praise  from  him.  Few  provincial 
Presidents  had  equalled  him  in  assiduity,  none  had  sur- 
passed him.  They  hoped  he  might  long  be  spared  as  an 
honour  to  the  school  which  he  now  adorned,  as  a  dis- 
tinguished representative  of  provincial  surgery,  and  as  a 
frequent  visitor  to  their  meetings,  to  add  to  the  interest  of 
their  proceedings  and  to  contribute  to  the  value  of  their 
transactions. 

The  Chairman  thanked  the  President  most  heartily  for 
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the  kind  manner  in  which  he  had  proposed  his  health,  and 
thanked  the  gentlemen  present  for  the  kind  way  in  which 
they  had  received  the  toast.  He  could  not  be  vain  enough 
to  suppose  that  he  deserved  one  half  the  praise  which  the 
President  had  showered  on  him  and  which  the  Fellows  had 
endorsed,  but  he  could  say  that  during  his  occupation  of 
the  Presidential  chair,  he  had  done  his  best  to  faithfully 
carry  out  the  duties  of  the  ofBce.  He  was  thankful  that 
his  mantle  had  fallen  on  the  shotdders  of  one  who  was 
not  only  an  able  gynaecologist,  but  a  most  distinguished 
member  of  the  profession  and  an  eloquent  speaker.  He 
felt  sure  that  under  his  Presidency  the  Society  would  not 
only  increase  its  members  and  its  popularity,  but  that  it 
would  by  the  value  of  its  contributions  attain  greater  and 
greater  fame. 

Dr.  Bantock  in  a  few  words  proposed  the  health  of  the 
Secretaries.  They  all  knew  that  their  duties  were  most  im- 
portant— the  working  of  such  a  Society  entailed  a  consider- 
able amount  of  labour  on  the  Secretaries,  and  the  success  of 
such  an  annual  dinner  as  the  present  to  a  large  extent 
depended  on  their  active  co-operation  and  individual  enter- 
prise. 

Dr.  Geo.  Keith  and  Dr.  A.  E.  Giles  replied,  thanking 
the  Fellows  for  drinking  their  healths  so  warmly. 

Mr.  Jessett  thought  everyone  would  feel  that  it  would 
not  be  right  to  omit  the  toast  of  the  "  British  Gynaecological 
Journal  and  its  Editor."  He  considered  the  Journal  to  be 
a  most  valuable  ingredient  of  the  Society.  It  recorded  the 
proceedings  of  the  meetings,  and  so  enabled  those  who 
could  not  be  present  to  read  those  proceedings  in  detail. 
It  further  in  its  original  articles  and  Summary  of  Gynae- 
cology brought  before  the  Fellows  the  work  which  was 
being  done  all  over  the  world.  To  accomplish  this  a  large 
amount  of  work  devolved  upon  their  Editor  (Dr.  Schacht) 
and  those  associated  with  him.  He  thought  they  should 
congratulate  Dr.  Schacht  upon  the  continued  excellence 
and  position  of  the  Journal,  which  he  maintained  was 
second  to  none. 
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Dr.  ScHACHT  in  reply  said  that  though  quite  unprepared 
for  this  toast  he  could  not  but  be  pleased  at  the  flattering 
manner  in  which  Mr.  Jessett  had  proposed  and  the  Fellows 
had  received  it.  He  was  very  glad  that  the  Journal  should 
hold  such  a  position  in  the  eyes  of  the  Fellows,  and  he  had 
every  hope  that  its  usefulness  and  efficiency  would  be 
further  extended.  He  had  received  very  courteous  letters 
from  several  continental  specialists,  and  he  hoped  to  be  able 
in  the  coming  year  to  publish  some  interesting  articles  by 
acknowledged  leaders  in  other  countries.  He  felt  much 
indebted  to  those  Fellows  who  assisted  him  in  his  editorial 
duties,  and  he  expressed  the  hope  that  others  would  be  able 
to  lend  a  helping  hand. 

The  company  then  dispersed. 
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